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CERTIFICATE OF NEED APPLICATION
SECTION A: APPLICANT PROFILE

—_— |

Name of Facility, Agency, or Institution

New Hope Treatment Center

Name

135 Fox and Hound Way Cocke
Street or Route County
Newport Tennessee 37821
City State Zip Code

Website address: The applicant will not incur the expense of a website unless and until the
CON application is approved.

Note: The facility’s name and address must be the name and address of the project and must be
consistent with the Publication of Intent.

2. Contact Person Available for Responses to Questions

Kim Harvey Looney, Esq. Attorney

Name Title

Waller Lansden Dortch & Davis, LLP kim.looney@wallerlaw.com
Company Name Email address

511 Union Street, Suite 2700 Nashville Tennessee 37219
Street or Route City State Zip Code
Attorney 615-850-8722 615-244-6804
Association with Owner Phone Number Fax Number

NOTE: Section A is intended to give the applicant an opportunity to describe the project.
Section B addresses how the project relates to the criteria for a Certificate of Need
by addressing: Need, Economic Feasibility, and the Contribution to the Orderly

Please answer all questions on 8%” X 11” white paper, clearly typed and spaced, single or
double-sided, in order and sequentially numbered. In answering, please type the question
and the response. All questions must be answered. If an item does not apply, please indicate
‘N/A” (not applicable). Attach appropriate documentation as an Appendix at the end of the
application and reference the applicable Item Number on the attachment, i.e., Attachment
A.1, A.2, etc. The last page of the application should be a completed signed and notarized
affidavit.
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3. SECTION A: EXECUTIVE SUMMARY

A. Overview

Please provide an overview not to exceed three pages in total explaining each numbered
point.

1) Description — Address the establishment of a health care institution, initiation of health
services, bed complement changes, and/or how this project relates to any other
outstanding but unimplemented certificates of need held by the applicant;

Response:

The Applicant proposes a new non-residential opioid treatment program ("OTP") and
the initiation of services for opioid addiction in Newport, Tennessee. The Applicant will
provide methadone, an accessible addiction treatment service, together with on-site
behavioral counseling and other mental health services to persons suffering from
addiction to opioids such as opium, morphine, and any of their derivatives, like Vicodin
and other prescription pain medications. Use of the drugs heroin and fentanyl are also
becoming increasingly more prevalent in the State, as noted in a public health and
safety advisory indicating that fentanyl and heroin related overdose deaths have more
than doubled from the period of 2013 to 2015."

Existing providers in the service area consist of physicians authorized to prescribe
buprenorphine as a drug replacement therapy. Persons seeking treatment for opioid
addiction often find buprenorphine treatment to be cost prohibitive. This is especially
important in the service area, where between 15.2% and 26.1% of residents live at or
below the poverty level.? In addition, buprenorphine is not clinically indicated for
treatment in all cases. For example, methadone is a safe treatment for pregnant
women. This is especially true when treating a patient with an intravenous use
history.

There are three drugs approved by the FDA for the treatment of opioid dependence:
methadone, buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and
psychosocial support. Everyone who seeks treatment for an OUD should be offered
access to all three options as this allows providers to work with patients to select the
treatment best suited for an individual’s needs.’

The Applicant will introduce an affordable, highly effective methadone treatment
program in the service area. The Applicant's program is designed to help patients stop
abusing opioids, manage triggers and addictive behaviors, and gain control of their
lives. When managed by medical professionals and taken as prescribed, methadone
is very safe and prevents patients from experiencing withdrawal symptoms without
drowsiness or disorientation.

' Tennessee, Department of Mental Health & Substance Abuse Services, Public Health & Safety Advisory on
Fentanyl, March 17, 2017,

2 http://quickfacts.census.gov/gfd/states/47000.html

® hitps://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucmB00092. htm
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2)

4)

5)

6)

7)

8)

A pervasive, multi-dimensional epidemic like the one facing Tennessee requires a
coordinated and collaborative response such as that proposed by the Applicant. At the
proposed facility, the Applicant will provide medication-assisted treatment ("MAT")
using methadone as well as counseling for persons dependent on opioids. As later
discussed, with over 100 years of combined experience, the Applicant's leadership is
well-qualified to manage the facility. Combining pharmacologic therapy with behavioral
counseling is significantly more effective than either service alone; the Applicant will
offer these services together. Other services will include physical and psychosocial
assessments; screenings for other drugs and illnesses; coordination of care with
prescribing physicians; and referral services for mental health, medical, vocational,
and educational needs.

Ownership structure;

Response: The Applicant is a South Carolina limited liability company, registered to
do business in Tennessee, with the following members and ownership interests: Dr.
Richard Sherman - 35%; Dr. Stephen Loyd - 35%; Pam Whitmire - 10%; Yoni Mizhari
- 10%; Joy Bailley - 5%; and Amy Shroyer - 5%.

Service area;

Response: The Applicant anticipates serving the residents of Cocke, Sevier,
Jefferson, Hamblen, Greene, Hawkins and Grainger counties.

Existing similar service providers;

Response: There are no existing similar service providers to the Applicant in its
service area. The closest such providers are in Knox and Washington counties.

Project cost;

Response: The Applicant anticipates the project costs will be approximately
$554,000, which includes the purchase and renovation of the building.

Funding;

Response: The funding shall be provided by those members who have 10% or more
interest; the members with 5% are what is known as “sweat equity” members.

Financial Feasibility including when the proposal will realize a positive financial
margin; and

Response: The Applicant anticipates a minimal negative free cash flow of
(36,393.47) in Year 1 and a positive free cash flow in Year 2 of $646,355.76.

Staffing;

Response: The applicant anticipates staffing the first year with approximately seven
direct patient care positions, including a Director of Nursing, RN, LPN, Administrator,
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and Counselors. In addition, it anticipates having a Medical Director that will be a .5
FTE the first year of operation.

B. Rationale for Approval

A certificate of need can only be granted when a project is necessary to provide needed
health care in the area to be served, can be economically accomplished and maintained,
will provide health care that meets appropriate quality standards, and will contribute to the
orderly development of adequate and effective health care in the service area. This
section should provide rationale for each criterion using the data and information points
provided in Section B. of this application. Please summarize in one page or less each of
the criteria:

1) Need;

Response: Addiction is a life-long medical condition; it cannot be cured, but it can be
managed. Addiction to opioids-including prescription pain medications and drugs like
morphine and heroin-presents a formidable, often unseen threat to the health of
Tennesseans. Prescription painkillers are now the primary substance abused by
Tennessee residents, outranking alcohol, and Tennesseans are three times more
likely than other Americans to identify prescription painkillers as their primary
substance of abuse. In 2011, 78% of those receiving OTP services were abusing
prescription painkillers alone, while 17% were addicted to both prescription painkillers
and heroin.*

In a Public Health & Safety Advisory on Fentanyl released in March, 2017, the
Tennessee Department of Health, Tennessee Department of Mental Health and
Substance Abuse Services, Tennessee Department of Safety & Homeland Security
and the Tennessee Bureau of Investigation urge Tennesseans to have heightened
awareness about misuse of fentanyl and the risks for overdose deaths associated
with improper use, including the substantial risk posed by counterfeit prescription or
other illegal drugs that may contain fentanyl or similar powerful compounds. From
2013 to 2015 in Tennessee, the appearance of fentanyl in drugs associated with
overdose deaths more than doubled, from five percent in 2013 to 12 percent in 2015.
Overdose deaths had opioids present 71% of the time, with heroin present 14% of the
time and fentanyl present 12% of the time.®

The rate of synthetic opioid overdose deaths continues to rise. Inthe U.S. the number
rose from 3.1 to 6.2 deaths per 100,000 persons between 2015 and 2016, marking the
first year that synthetic opioids became the most common type of opioid involved in all
opioid overdose deaths. The trend continues into 2017, with preliminary counts from
the National Center for Health Statistics indicating that more than 55% of opioid
overdose deaths occurring nationally in the 12-months ending November 2017
involved synthetic opioids, accounting for more than 27,000 overdose deaths. This 12;
month sum of synthetic opioid overdose deaths exceeds the total number of all opioid

* TDMHSAS, Prescription for Success: Statewide Strategies to Prevent and Treat the Prescription Drug Abuse
Epidemic in Tennessee 8-9 (2014).
® hitps://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092.htm
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overdose deaths in 2013, when deaths involving synthetic opioids first began to
increase.®

An estimated 221,000 adults in Tennessee used prescription painkillers for non-
medical purposes in 2013, a figure that encompasses nearly 1 in 20 residents. Of
these, an estimated 69,100 are addicted. Tennesseans abusing prescription painkillers
are more likely to be married, employed, and have greater than 12 years of education.
Those living in rural areas are twice as likely to overdose on prescription drugs as
people living in cities.”

Tennessee has worked in recent years to combat painkiller addiction through
prescription drug monitoring programs, which have successfully reduced the supply of
legally prescribed opioids available to those who might abuse them.?2 However, as
prescription medications have become more expensive and limited, Tennesseans
struggling with addiction have turned elsewhere for relief.’?

it is well established that when treating opioid dependence, the best success rates are
derived from a combination of medication assistance and counseling. The Applicant
will provide medical, counseling, vocational, educational, and mental health referrals to
appropriate professionals as needed, and social services to patients enrolled in the
OTP. Treatment services will include individualized treatment planning, individual and
group counseling, physician-directed medical care, treatment medication, and
coordination with community resources and service professionals for other treatment
services.

The Applicant's approach to medication-assisted treatment recognizes that opioid
dependence is a complex medical disease, and, as such, a comprehensive
individualized treatment plan will be developed for each patient after an orientation
session designed to make each patient aware of the program's goals and services
offered. The treatment program's goals are to promote patient health and recovery,
reduce symptoms, help patients manage triggers, develop personal growth, and
promote positive relationships with family, friends, and the community.

The treatment plan will address medical factors as well as individual psychological and

social factors. As part of the treatment plan, the Applicant will provide physical and

psychosocial assessments, laboratory screening, drug screening, liver function test,

tuberculosis and syphilis screening, coordination of care with prescribing physicians,

substance abuse counseling, and referral services for mental health, medical,
. vocational, and educational needs.

The Applicant will provide MAT utilizing methadone’® which has been in use as a
primary form of treatment for opioid addiction and dependence for over 40 years. The
Centers for Disease Control and Prevention reports that methadone maintenance

® CDC Health Alert Network, “CDC Health Update,” July 11, 2018.

" Sources: http://healthyamericans.ora/assets/files/TFAH2013RxDrugAbuseRptFINAL.pdf at 9 and Prescription
for Success, 9.
® hitp://lwww.ncbi.nlm.nih.qov/pmc/articles/PMC4307729/

9 hitp://www.samhsa.qgov/data/sites/default/files/DR006/DR006/nonmedical-pain-reliever-use-2013.htm

'Y “Methadone” (trade name Dolophine) is a synthetic opioid agonist approved by the FDA for detoxification and
maintenance treatment of opioid addition. Rules of the Tennessee Department of Mental Health and
Developmental Disabilities, Chapter 0940 05-42: Definitions.

4834-6134-3079.26
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treatment ("MMT") reduces drug use, disease rates, criminal activity, and mortality-the
median death rate of opioid-dependent individuals in MMT is 30 percent of the rate of
those not in MMT-among opioid addicted persons.’" In addition to the health and public
safety value of MAT, there is an economic benefit. lllicit drug use leads to lost
productivity at work, health care fees, and costs associated with the criminal justice
system.

Patients will receive a daily oral dose of methadone, which is proven to eliminate
withdrawal symptoms and cravings from prior opioid abuse without producing a high.
Methadone is a synthetic, non-harmful opioid producing stabilizing effects that last
approximately 24 hours but which will not interfere with employment and family
responsibilities. Dosage amounts are always set by the Medical Director after
appropriate assessment. During the first 90 days of treatment for newly admitted
patients, all doses will be administered in the clinic by a trained program nurse.

Additionally, the Applicant will assist patients in locating other types of resources
including support groups, clothing assistance, financial assistance, education,
employment opportunities, food programs, housing and shelter, primary health care,
emergency mental health treatment, crisis lines, additional counseling and family
services, and assistance for individuals with developmental delays and other
disabilities.

The Applicant will conduct evaluations to gauge growth potential through surveys, self-
assessments, and evolving field-recognized research. The Applicant will implement
improvement plans based on the results of these evaluations. The Applicant will meet
or exceed all minimum program requirements for Non-Residential Substitution Based
Treatment Centers for Opioid Addiction, as set forth in the Rules of TDMHSAS.

A patient's typical length of participation in the MAT program will vary depending on the
patients' individualized needs. MAT generally requires a commitment by the patient to
at least six to twelve months of treatment. Patients will be educated during orientation
and during their initial assessment about the anticipated length of treatment.

The Applicant will tailor treatment plans to meet the needs of each patient, with the
understanding that every patient can potentially be opiate free. The Applicant will offer
patients individual and group counseling that focuses on the necessary components of
a drug-free lifestyle, such as a support network and accountability partners.

The Applicant will conduct post-discharge follow up with patients who leave treatment,
either via a planned or unplanned discharge. The Applicant will contact patients at
identified points post-discharge by calling patients, who, if reached, will be asked a
series of questions regarding their experience since leaving treatment. The Applicant
will inquire into the circumstances that led to the patient's discharge, the patient's
employment status, whether the patient has relapsed on opioids, whether the patient is
receiving any type of substance abuse treatment, whether the services the patient
received in treatment were helpful and met their needs, and whether the patient has
encountered any legal complications since leaving treatment.

" CDC, Methadone Maintenance Treatment, IDU/HIV  Prevention Series, February 2002,
http://www.nhts.net/media/Methadone%20Maintenance%20Treatment%20(20).pdf.
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There are three drugs approved by the FDA for the treatment of opioid dependence:
methadone, buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and
psychosocial support. Everyone who seeks treatment for an OUD should be offered
access to all three options as this allows providers to work with patients to select the
treatment best suited for an individual's needs .

It is clear from all sources that there is an opioid epidemic and crisis in Tennessee.
The area hardest hit would appear to be east Tennessee. In a 2016 SAMHSA
report, “Potential Areas for Addressing Service Gaps for Opioid Treatment,” MAT
facilty maps identify areas on a state-by-state basis that may be potentially
underserved by existing treatment facilities. The maps are created with a
methodology that seeks to include the highest potential need areas from individual
counties so that county-level stakeholders are also informed. The maps are meant
to be used as a tool for policy makers to determine potentially underserved areas -
not as a definitive representation of these areas. In East Tennessee, Cocke and
Greene Counties are identified as an area showing a large service gap for opioid
treatment. Therefore, it is recognized that the service area chosen by the Applicant
needs this treatment option to better meet the health care needs of service area
residents. See map of Tennessee’s Potential Areas for Addressing the Service Area
Gaps for Opioid Treatment included as Attachment Section A, Executive Summary,
Need-B-1.

Most people that make the decision to seek treatment have experienced significant
consequences as a result of their addiction — financial, relational, employment, legal
or health, or a combination of these consequences. They have reached a point
where they understand they cannot continue what they have been doing and know
that they must consider a change. They are willing to take the step into treatment in
hopes that they will see a turnaround in the condition in which they find themselves.
Patients come from all walks of life; just as you cannot look at a patient with a
medical condition like cancer, you cannot look at a person and know they have an
addiction problem. While many patients who present for treatment are not employed,
there are those who are in both the “blue collar” and the professional world — working
in the medical field, social service field, management, etc. MAT utilizing methadone
is also safe for use by pregnant women, who are especially in need of safe, effective
treatment.

The hours of operation for a MAT program are strategic. Experience shows that the
busiest time of day is often when the facility first opens in the morning. Many
patients are attempting to normalize their lives — the early hours allow for them to
take care of their treatment responsibilities and return to their lives and
responsibilities. For some, that is to return to their community in time to be to work
on time or to be home in time to get their children to school.

While there is no formula for determining need for services, there is no option for MAT
treatment using methadone in the service area, and this area has been identified as
underserved. It will not be possible to stem the flow of this epidemic and meet the

12 hitps://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092. htm
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health care needs of area residents until there are sufficient treatment options
available.

The Applicant will offer an affordable, comprehensive, and highly effective treatment
program to the service area.

2) Economic Feasibility,

Response: The Applicant anticipates a minimal negative free cash flow of
(36,393.47) in Year 1 and a positive free cash flow in Year 2 of $646,355.76.

3) Appropriate Quality Standards; and

Response: The owners and management team for the Applicant have significant
experience in operating similar facilities in other states-collectively almost 100 years.
Those facilities are all CARF Accredited, just as this proposed facility will be.
Members of the Applicant also have established internal processes for monitoring
compliance issues as well, which will be implemented for this facility. Clinical
Supervisors also have a system and process internally for monthly monitoring of
various aspects connected to a patient’'s treatment, in accordance with required
regulations. A performance management system is also employed for those
employees who might fail to complete functions of this job, as well as the provision of
annual performance evaluations for the employees.

4) Orderly Development to adequate and effective health care.

Response: According to the Tennessee Department of Mental Health and
Substance Abuse Services (TDMHSAS) report “Prescription for Success: Statewide
Strategies to Prevent and Treat the Prescription Drug Abuse Epidemic in Tennessee,”
prescription drug abuse is a pervasive, multi-dimensional issue impacting Tennessee
individuals, families, and communities. The abuse of prescription drugs, specifically
opioids, is an epidemic in Tennessee, with disastrous and severe consequences to
Tennesseans of every age including: overdose deaths, emergency department visits,
hospital costs, newborns with Neonatal Abstinence Syndrome, children in state
custody, and people incarcerated for drug-related crimes.

In a 2016 SAMHSA report, “Potential Areas for Addressing Service Gaps for Opioid
Treatment,” MAT facility maps identify areas on a state-by-state basis that may be
potentially underserved by existing treatment facilities. The maps are created with a
methodology that seeks to include the highest potential need areas from individual
counties so that county-level stakeholders are also informed. The maps are meant to
be used as a tool for policy makers to determine potentially underserved areas - not
as a definitive representation of these areas. In East Tennessee, Cocke and Greene
Counties are identified as an area showing a large service gap for opioid treatment.
Therefore, it is recognized that the service area chosen by the Applicant needs this
treatment option to better meet the health care needs of service area residents. See
map of Tennessee’s Potential Areas for Addressing the Service Area Gaps for Opioid
Treatment included as Attachment Section A, Executive Summary, Need-B-1.

The closest existing similar treatment options in Tennessee to those proposed by the
Applicant are in Knox and Washington counties, which range from 31 to 94 miles

4834-6134-3079.26



away. The Applicant’s proposed site is closer to every county in the service area with
the exception of Grainger, and it is less than seven miles farther away. Given the
pervasive abuse of prescription drugs in Tennessee, especially Eastern Tennessee,
and the lack of similar treatment options in the Applicant’s service area, the addition of
this facility would contribute to the orderly development of adequate and effective
health care by providing a necessary treatment option.

C. Consent Calendar Justification

If Consent Calendar is requested, please provide the rationale for an expedited review.

A request for Consent Calendar must be in the form of a written communication to the
Agency's Executive Director at the time the application is filed.

Response: Not applicable.

4834-6134-3079.26



4. SECTION A: PROJECT DETAILS

A. Owner of the Facility, Agency or Institution

New Hope Treatment Center of Tennessee, LLC 865-527-1250
Name Phone Number
135 Fox and Hound Cocke

Street or Route County
Newport Tennessee 37821

City State Zip Code

B. Type of Ownership of Control (Check One)

A.  Sole Proprietorship F. Government (State of TN

B. Partnership or Political Subdivision)

C. Limited Partnership G. Joint Venture

D. Corporation (For Profit) H. Limited Liability Company X
E. Corporation (Not-for-Profit) I Other (Specify)

Attach a copy of the partnership agreement, or corporate charter and certificate of corporate
existence. Please provide documentation of the active status of the entity from the Tennessee
Secretary of State’s web-site at https://tnbear.tn.gow/ECommerce/FilingSearch.aspx. Attachment
Section A-4A.

Response: See copy of organizational documents and organizational chart included as Attachment
Section A-4A.

Describe the existing or proposed ownership structure of the applicant, including an ownership
structure organizational chart. Explain the corporate structure and the manner in which all entities of
the ownership structure relate to the applicant. As applicable, identify the members of the ownership
entity and each member’s percentage of ownership, for those members with 5% ownership (direct or
indirect) interest.

5. Name of Management/Operating Entity (If Applicable)

Not applicable

Name
Street or Route County
City State Zip Code

Website address:

For new facilities or existing facilities without a current management agreement, attach a copy of

a draft management agreement that at least includes the anticipated scope of management services

to be provided, the anticipated term of the agreement, and the anticipated management fee payment

methodology and schedule. For facilities with existing management agreements, attach a copy of the
fully executed final contract. Attachment Section A-5.

4834-6134-3079.26
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6A. Legal Interest in the Site of the Institution (Check One)

A. Ownership D. Option to Lease X
B. Option to Purchase E. Other (Specify)
C. Lease of Years

Check appropriate line above: For applicants or applicant’'s parent company/owner that currently
own the building/land for the project location, attach a copy of the title/deed. For applicants or
applicant’s parent company/owner that currently lease the building/land for the project location, attach
a copy of the fully executed lease agreement. For projects where the location of the project has not
been secured, attach a fully executed document including Option to Purchase Agreement, Option to
Lease Agreement, or other appropriate documentation. Option to Purchase Agreements must
include anticipated purchase price. Lease/Option to Lease Agreements must include the
actual/anticipated term of the agreement and actual/anticipated lease expense. The legal interests
described herein must be valid on the date of the Agency’s consideration of the certificate of need
application.

Response: See copy of Option to Lease, Option to Purchase and Deed included as Attachment
Section A-6A.

6B. Attach a copy of the site’s plot plan, floor plan, and if applicable, public transportation route
to and from the site on an 8 1/2” x 11” sheet of white paper, single or double-sided. DO NOT
SUBMIT BLUEPRINTS. Simple line drawings should be submitted and need not be drawn to
scale.

1) Plot Plan must include:
a. Size of site (in acres);
b. Location of structure on the site;
c. Location of the proposed construction/renovation; and
d.Names of streets, roads or highway that cross or border the site.
Response: See plot plan included as Attachment Section A-6B-1.

2) Attach a floor plan drawing for the facility which includes legible labeling of patient care
rooms (noting private or semi-private), ancillary areas, equipment areas, etc. On an 8 2
by 11 sheet of paper or as many as necessary to illustrate the floor plan.

Response: See floor plan included as Attachment Section 6B-2.

3) Describe the relationship of the site to public transportation routes, if any, and to any
highway or major road developments in the area. Describe the accessibility of the
proposed site to patients/clients.

Attachment Section A-6A, 6B-1 a-d, 6B-2, 6B-3.

Response: The Applicant’s facility will be located on Fox and Hound Way in Newport,
Cocke County. Fox and Hound Way is off of Hwy 25, a major highway, and is 2 miles from
Interstate 40 which connects east and west Tennessee. The site is also accessible via
ETHRA, a non-profit public, transportation system serving Eastern Tennessee. See
Attachment Section A-6B-3.

4834-6134-3079.26
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Type of Institution (Check as appropriate--more than one response may apply)

A. Hospital (Specify) [.  Nursing Home

B. Ambulatory Surgical Treatment J. Outpatient Diagnostic Center
Center (ASTC), Multi-Specialty K. Recuperation Center

C. ASTC, Single Specialty L. Rehabilitation Facility

D. Home Health Agency M. Residential Hospice

E. Hospice N. Non-Residential Methadone

F. Mental Health Hospital Facility X

G. Mental Health Residential O. Birthing Center
Treatment Facility P. Other Outpatient Facility

H. Mental Retardation Institutional (Specify)

Habilitation Facility (ICF/MR) Q. Other (Specify)

Check appropriate lines(s).

Purpose of Review (Check) as appropriate--more than one response may apply)

8.
A. New Institution X G. Change in Bed Complement
B. Replacement/Existing Facility [Please note the type of change
C. Modification/Existing Facility by underlining the appropriate
D. Initiation of Health Care response. Increase, Decrease,
Service as defined in Designation, Distribution,
TCA § 68-11-1607(4) Conversion, Relocation]
(Specify) H. Change of Location
E. Discontinuance of OB Services |.  Other (Specify)
F. Acquisition of Equipment
9. Medicaid/TennCare, Medicare Participation
MCO Contracts [Check all that apply]
AmeriGroup _____ United Healthcare Community Plan BlueCare TennCare

Select
Medicare Provider Number:

Medicaid Provider Number:

Certification Type:

If a new facility, will certification be sought for Medicare and/or Medicaid/TennCare?
*Medicare Yes No X N/A *Medicaid/TennCare Yes No X N/A

*Please note that Medicare and Medicaid do not currently provide reimbursement for these
services.

4834-6134-3079.26
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10.

A

Bed Complement Data Response: Not applicable.

Please indicate current and proposed distribution and certification of facility beds.

TOTAL
Current Beds Beds *Beds **Beds Beds at
Licensed Staffed Proposed  Approved Exempted Completion
1) Medical
2) Surgical
3) Icu/ccu
4) Obstetrical
5) NICU
6) Pediatric

7) Adult Psychiatric

8) Geriatric Psychiatric

9) Child/Adolescent Psychiatric
10) Rehabilitation
11)  Adult Chemical Dependency

12) Child/Adolescent Chemical
Dependency

13) Long-Term Care Hospital
14) Swing Beds
15) Nursing Home — SNF
(Medicare only)
16) Nursing Home — NF
(Medicaid only)
17) Nursing Home — SNF/NF (dually
certified Medicare/Medicaid)
18) Nursing Home — Licensed
(non-certified)
19) ICF/IID
20) Residential Hospice
TOTAL
*Beds approved but not yet in service **Beds exempted under 10% per 3 year provision

Describe the reasons for change in bed allocations and describe the impact the bed change will have on the applicant facility's
existing services. Attachment Section A-10.

Response: Not applicable.

Please identify all the applicant’s outstanding Certificate of Need projects that have a licensed bed change
component. If applicable, complete chart below.

Response: Not applicable.

CON Expiration | Total Licensed Beds
CON Number(s) Date __Approved

4834-6134-3079.26
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11. Home Health Care Organizations — Home Health Agency, Hospice Agency (excluding
Residential Hospice), identify the following by checking all that apply: Response: Not

applicable.
- & Existing | Parent | Proposed % Existing | Parent | Proposed
Licensed Office Licensed N Licensed Office Licensed
& County | County | County & County | County | County
Anderson O ] [m| Lauderdale O O O
Bedford O O O Lawrence O 0 O
Benton O O O Lewis ] O O
Bledsoe O O a Lincoln 0 O O
Blount O O O Loudon O O O
Bradley O O O McMinn || O O
Campbell O O m| McNairy O O O
Cannon O O O Macon m] O O
Carroll O O ] Madison O O O
Carter a O O Marion O O m}
Cheatham O O O Marshall O O O
Chester O O O Maury a a O
Claiborne O a O Meigs O 0O 0O
Clay O O O Monroe O O O
Cocke O O a Montgomery 8] O a
Coffee O O O Moore 0 O O
Crockett O O O Morgan | O O
Cumberland O O O Obion 0 O O
Davidson O O O Overton O O O
Decatur O O O Perry O O O
DeKalb O O ] Pickett O ] O
Dickson g | O Polk O O ]
Dyer O O O Putnam O O m]
Fayette 0O a O Rhea O a O
Fentress O O O Roane O O ]
Franklin O ] O Robertson m| O O
Gibson O O O Rutherford O ] O
Giles O O O Scott O O O
Grainger O O O Sequatchie O O O
Greene O 0 O Sevier O O O
Grundy a m| a Shelby O O O
Hamblen O O O Smith O O O
Hamilton 0 m) O Stewart O O O
Hancock O O O Sullivan O O O
Hardeman O O O Sumner O O O
Hardin O O O Tipton O O O
Hawkins O O O Trousdale O O O
Haywood O O O Unicoi O O a
Henderson O O O Union O O m]
Henry m| O O Van Buren O O O
Hickman O ] O Warren O O O
Houston 0 a O Washington O O O
Humphreys O a 0O Wayne O O ]
Jackson O O O Weakley O O ]
Jefferson O O O White O O O
Johnson O O O Williamson O O O
Knox O O O Wilson ] O ]
Lake O O O
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12. Square Footage and Cost Per Square Footage Chart Response: Not applicable.
Proposed Proposed Final Square Footage
Existing Existing Temporary Final
Unit/Department Location SF Location Location Renovated New Total
Unit/Department
GSF Sub-Total
Other GSF Total
Total GSF
*Total Cost
**Cost Per
Square Foot
OBelow 17 | OBelow | O Below
Quartile | 1% Quartite | 1% Quartile
O Between | O Between | OO Between
1*tand 2" | 1*and 2™ | 1% and 2™
Cost per Square Foot Is Within Which Range Quartile Quartile Quartile
(For quartile ranges, please refer to the Applicant’s Toolbox on
www. tn.gow/hsda ) O Between | O Between | O Between
2"and 3¢ | 2™and 3“ | 2" and 3"
Quartile Quartile Quartile
O Above 3™ | O Above | O Above
Quartile | 3" Quartile | 3" Quartile

* The Total Construction Cost should equal the Construction Cost reported on line A5 of the Project

Cost Chart.

** Cost per Square Foot is the construction cost divided by the square feet. Please do not include

contingency costs.

4834-6134-3079.26
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13. MRI, PET, and/or Linear Accelerator

1. Describe the acquisition of any Magnetic Resonance Imaging (MRI) scanner that is
adding a MRI scanner in counties with population less than 250,000 or initiation of
pediatric MRI in counties with population greater than 250,000 and/or

2. Describe the acquisition of any Positron Emission Tomographer (PET) or Linear
Accelerator if initiating the service by responding to the following:

A. Complete the chart below for acquired equipment.

Response: Not applicable.

O Linear 0 SRS o IMRT o IGRT
Accelerator Mev Types: o Other
a By
Purchase
Total Cost*: a By Expected Useful
Lease Life (yrs)
o New o Refurbished o If not new, how
old? (yrs)
o Breast o Extremity
O MRI o Open o ShortBore o
Tesla: Magnet: oOther
m] By
Purchase
Total Cost™: o By Expected Useful
Lease Life (yrs)
o New o Refurbished o If not new, how
old? (yrs)
O PET o PET only a PET/CT o PET/MRI
o By
Purchase
Total Cost™: o By Expected Useful
Lease Life (yrs)
o New o Refurbished o If not new, how
old? (yrs)

* As defined by Agency Rule 0720-9-.01(13)

B. In the case of equipment purchase, include a quote and/or proposal from an equipment
vendor. In the case of equipment lease, provide a draft lease or contract that at least
includes the term of the lease and the anticipated lease payments along with the fair
market value of the equipment.

Response: Not applicable.

C. Compare lease cost of the equipment to its fair market value. Note: Per Agency Rule, the
higher cost must be identified in the project cost chart.

4834-6134-3079.26
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Response: Not applicable.

D. Schedule of Operations:

Days of Operation Hours of Operation
Location (Sunday through Saturday) (example: 8 am — 3 pm)

Fixed Site (Applicant) N/A N/A

Mobile Locations
(Applicant) N/A N/A

(Name of Other Location)

(Name of Other Location)

E. ldentify the clinical applications to be provided that apply to the project.
Response: Not applicable.

F. If the equipment has been approved by the FDA within the last five years provide
documentation of the same.

Response: Not applicable.

4834-6134-3079.26
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SECTION B: GENERAL CRITERIA FOR CERTIFICATE OF NEED

In accordance with T.C.A. § 68-11-1609(b), “no Certificate of Need shall be granted unless the
action proposed in the application for such Certificate is necessary to provide needed health care
in the area to be served, can be economically accomplished and maintained, will provide health
care that meets appropriate quality standards, and will contribute to the orderly development of
health care.” Further standards for guidance are provided in the State Health Plan developed
pursuant toT.C.A. § 68-11-1625.

The following questions are listed according to the four criteria: (1) Need, (2) Economic
Feasibility, (3) Applicable Quality Standards, and (4) Contribution to the Orderly Development of
Health Care. Please respond to each question and provide underlying assumptions, data
sources, and methodologies when appropriate. Please type each question and its response on
an 8 1/2” x 11" white paper, single-sided or double sided. All exhibits and tables must be
attached to the end of the application in correct sequence identifying the question(s) to which they
refer, unless specified otherwise. If a question does not apply to your project, indicate “Not
Applicable (NA).”

QUESTIONS
SECTION B: NEED

A. Provide a response to each criterion and standard in Certificate of Need Categories in the
State Health Plan that are applicable to the proposed project. Criteria and standards can
be obtained from the Tennessee Health Services and Development Agency or found on
the Agency's website at http://www.tn.gov/hsda/article/hsda-criteria-and-standards.

NON-RESIDENTIAL METHADONE TREATMENT FACILITIES
(NRMTF)

A non-residential narcotic treatment facility should provide adequate medical, counseling,
vocational, educational, mental health assessment, and social services to patients enrolled
in the opioid treatment program with the goal of the individual becoming free of opioid
dependency.

Need

The need for non-residential narcotic treatment facilities should be based on information
prepared by the applicant for a certificate of need which acknowledges the importance of
considering the demand for services along with need and addressing and analyzing service
problems as well.

The assessment should cover the proposed service area and include the utilization of
existing service providers, scope of services provided, patient origin, and patient mix.

The assessment should consider that the users of opiate drugs are the clients at non-
residential narcotic treatment facilities, and because of the illegal nature of opiate drug use,

4834-6134-3079.26
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data will be based on estimates, actual counts, arrests for drug use, and hospital admittance
for drug abuse.

Response: Americans are the largest consumers of prescription opioids in the world.
While these drugs are important in helping individuals cope with chronic and acute pain,
they are frequently misused. The opioid epidemic has hit Tennessee particularly hard.
Tennessee has one of the highest rates of opioid prescriptions in the United States.
Prescription opioids have surpassed alcohol as the primary substance of abuse for
treatment funded by the TDMHSAS. This epidemic has resulted in higher opioid-related
health care costs, more drug-related crimes, decreased work productivity, more children in
state custody, and a 10-fold rise in babies born with neonatal abstinence syndrome."

Addiction is a life-long medical condition; it cannot be cured, but it can be managed.
Addiction to opioids-including prescription pain medications and drugs like morphine and
heroin-presents a formidable, often unseen threat to the health of Tennesseans.
Prescription painkillers are now the primary substance abused by Tennessee residents,
outranking alcohol, and Tennesseans are three times more likely than other Americans to
identify prescription painkillers as their primary substance of abuse. In 2011, 78% of those
receiving OTP services were abusing prescription painkillers alone, while 17% were
addicted to both prescription painkillers and heroin."

An estimated 221,000 adults in Tennessee used prescription painkillers for non-medical
purposes in 2013, a figure that encompasses nearly 1 in 20 residents. Of these, an
estimated 69,100 are addicted. Tennesseans abusing prescription painkillers are more likely
to be married, employed, and have greater than 12 years of education. Those Iivin1<; in rural
areas are twice as likely to overdose on prescription drugs as people living in cities.™

There were 6,024 discharges from Tennessee hospitals in 2014 resulting from opiate-
related drug poisonings. The majority of drug poisonings (90%) were associated with
prescription opioid use. While the number of hospital discharges for all opioid poisonings
has remained relatively stable from 2009 to 2014, the number of hospitalizations for heroin
overdose has increased eight times from 66 discharges in 2009 to 489 in 2014'C.

In a Public Health & Safety Advisory on Fentanyl released in March, 2017, the Tennessee
Department of Health, Tennessee Department of Mental Health and Substance Abuse
Services, Tennessee Department of Safety & Homeland Security and the Tennessee
Bureau of Investigation urge Tennesseans to have heightened awareness about misuse of
fentanyl and the risks for overdose deaths associated with improper use, including the
substantial risk posed by counterfeit prescription or other illegal drugs that may contain
fentanyl or similar powerful compounds. From 2013 to 2015 in Tennessee, the appearance
of fentanyl in drugs associated with overdose deaths more than doubled, from five percent

'* The Opioid Epidemic in Tennessee August 3, 2017, SycamorelnstituteTN.org

" TDMHSAS, Prescription for Success: Statewide Strategies to Prevent and Treat the Prescription Drug Abuse
Epidemic in Tennessee 8-9 (2014).

'° Sources: hitp://healthyamericans.org/assets/files/TFAH2013RxDrugAbuseRptFINAL.pdf at 9 and Prescription
for Success, 9.

'* TDMHSAS, “Tennessee Epidemiological Profile of Alcohol and Drug Misuse and Abuse,” 2016.
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in 2013 to 12 percent in 2015. Overdose deaths had opioids present 71% of the time, with
heroin present 14% of the time and fentanyi present 12% of the time."’

Tennessee has worked in recent years to combat painkiller addiction through prescription
drug monitoring programs, which have successfully reduced the supply of legally prescribed
opioids available to those who might abuse them.' In addition Tennessee has included
recurring funds related to substance abuse prevention and treatment in its budget. For
example, the recurring funds include $6.0 million to expand safety net treatment and
recovery services and $1.3 million to expand recovery courts, which provide alternative
sentencing and treatment services for non-violent offenders with substance abuse and/or
mental health issues. However, as prescription medications have become more expensive
and limited, Tennesseans struggling with addiction have turned elsewhere for relief.’

A patient's typical length of participation in the MAT program will vary depending on the
patient’s individualized needs. MAT generally requires a commitment by the patient to at
least six to twelve months of treatment. Patients will be educated during orientation and
during their initial assessment about the anticipated length of treatment.

The Applicant will tailor treatment plans to meet the needs of each patient, with the
understanding that every patient can potentially be opiate free. The Applicant will offer
patients individual and group counseling that focuses on the necessary components of a
drug-free lifestyle, such as a support network and accountability partners.

The Applicant will conduct post-discharge follow up with patients who leave treatment, either
via a planned or unplanned discharge. The Applicant will contact patients at identified points
post-discharge by calling patients, who, if reached, will be asked a series of questions
regarding their experience since leaving treatment. The Applicant will inquire into the
circumstances that led to the patient's discharge, the patient's employment status, whether
the patient has relapsed on opioids, whether the patient is receiving any type of substance
abuse treatment, whether the services the patient received in treatment were helpful and
met their needs, and whether the patient has encountered any legal complications since
leaving treatment.

The assessment should also include:

1. A description of the geographic area to be served by the program;

Response: The geographic area to be served by the Applicant includes Cocke,
Sevier, Jefferson, Hamblen, Grainger, Hawkins and Greene counties.

2. Population of area to be served,;

Response: The service area’s total population is approximately 397,466 and is
expected to grow by 10,235 residents between 2018 and 2020. The adult
population (age 20 plus) is 305,924 for 2018 and is expected to grow to 316,628 by
2020.

"7 hitps://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092 htm
"® http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4307729/
' http://www.samhsa.gov/data/sites/defaLilt/files/DRO06/DR0O06/nonmedical-pain-reliever-use-2013.htm
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The estimated number of persons, in the described area, addicted to heroin or
other opioid drugs and an explanation of the basis of the estimate;

Response: The Applicant estimates that there are approximately 15,679 adults in
the service area who are addicted to opioids. This estimate is derived using the
following data:

Tennessee's Department of Mental Health and Substance Abuse
Services report, "Prescription for Success: Statewide Strategies to
Prevent and Treat the Prescription Drug Abuse Epidemic in Tennessee,"
found that 221,000 adults in Tennessee (4.56%) had used pain relievers
for non-medical purposes in 2011. This figure does not account for heroin
use. Applied to the service area adult population, this percentage yields
approximately 14,414 individuals in the proposed service area using
prescription pain relievers for non-medical purposes in 2020.

The Substance Abuse and Mental Health Services Administration
(SAMHSA) reports that, nationally, 0.4% of adults used heroin in 2014,
which yields an estimate of 1,265 heroin users in the Applicant's service
area for 2020.

Therefore, combining the estimated number of adults using heroin and
prescription drugs for non-medical purposes, the service area has
approximately 15,679 opioid users.

The Tennessee Bureau of Investigation reported 1,924 instances of drug
reports related to heroin, morphine, and opium in 2013. Extrapolated to
the Applicant's proposed service area, the number of reports would be
approximately 122. This figure is a low estimate because it does not
include the number of reported instances of prescription pain killer use for
the year, and thus, does not provide a reliable estimate of the number of
opioid users requiring treatment in the service area.

Opioid abuse is a growing problem in the nation, and in Tennessee in
particular. As heroin addiction has more than doubled nationwide in the
past decade, Tennessee has also been hit by this crisis.”® Recent
statistics from the Tennessee Department of Health show that 1,263
deaths occurred in Tennessee from opioid overdoses in 2014, surpassing
deaths from car accidents or gunshots.?'

In 2012, opioids overtook alcohol as the "primary substance of abuse" for persons
in treatment. The graph below from TDMHSAS' Prescription for Success®

% Todd Barnes, Tennessee's prescription drug abuse fuels rise in heroin, The Tennessean, July 14, 2015,
available at
http://www.tennessean.com/story/money/industries/health-care/2015/07/13/tennessees-prescription-drug-
abuse-fuels-rise-heroin/30115451/

21 Associated Press, Overdose deaths reach ‘epidemic proportions' in Tennessee, September 28, 2015,
available at http/lwww.timesfreepress.com/news/local/story/2015/sep/28/state-1263-tennesseans-died-opioid-overdoses-

2014/327649/
http://tn.govimental/prescriptionforsuccess/Prescription*/020For%20Success.pdf Page10.
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illustrates this dramatic shift and the need for prevention and treatment efforts to
address the urgent needs of this growing segment of the population.

The need for services is particularly strong in the service area, as it is largely
comprised of individuals living in rural areas, who are twice as likely to overdose on
prescription drugs as people living in cities.

The proposed service area consists of seven counties in northeastern Tennessee:
Cocke, Sevier, Jefferson, Hamblen, Greene, Hawkins, and Grainger. Portions of
the Applicant’s service area have been identified as underserved.

4. The estimated number of persons, in the described area, addicted to heroin or
other opioid drugs presently under treatment in methadone and other treatment
programs;

Response: The National Survey on Drug Use and Health 2015-2016 report
estimates that, 14,000 Tennesseans used heroin in 2015, and that 45,000
Tennesseans suffer from a use disorder related to prescription opioids. Overall, an
estimated 323,000 Tennesseans are believed to suffer from an unmet need for
treatment for substance abuse. Additionally, see the chart below for the number
and percent of TDMHSAS-funded treatment admissions with prescription opioids
as the primary substance of abuse for FY 2017.

County Percentage of Number of Opioid Abuse per
Admissions Admissions 10,000 individuals
living in poverty

Cocke 69.0% 49 69.6
Grainger 77.1% 27 70.8
Greene 57.8% 108 104.1
Hamblen 60.2% 100 96.3
Hawkins 66.9% 85 98.5
Jefferson 70.3% 71 109.5
Sevier 71.2% 89 76.9

Source: 2017 Tennessee Behavioral Health County and Region Services Data Book
5. Projected rate of intake and factors controlling intake;

Response: The rate of intake will be approximately 20 patients per month in Year
1. The factors controlling intake include the mix of transfer patients versus new
patients, who may require more time to admit, and the rate at which new patients
become aware of the program. Additionally, intake rates are seasonal, with an
increase of intakes during the spring and summer months.

6. Compare estimated need to existing capacity.

Response: There are no non-residential OTP providers in the Applicant’s service
area. The closest similar providers are in Knox and Washington counties. The
Applicant estimates that the overwhelming percentage of patients who use our
proposed location will be residents of the proposed service area. Therefore, this
facility is necessary to help combat addiction issues in the service area.

Existing providers in the service area consist of physicians who offer only buprenorphine
drug replacement therapy. Private physicians rarely offer on-site counseling in conjunction
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with buprenorphine treatment. This type of treatment is often termed "dose and dash"
because of the lack of behavioral counseling, drug testing, diversion monitoring, and
individual treatment planning, which can be the difference between a successful recovery
and relapse. Persons seeking treatment for opioid addiction often find buprenorphine
treatment to be cost prohibitive. As previously stated, this area has been identified as
underserved for MAT treatment options. Please see Attachment B, Need - OTPs and
Buprenorphine Providers for a map of the 13 OTPs in Tennessee and a list of the physician
buprenorphine providers in the service area counties.

The Applicant will offer an affordable, comprehensive, and highly effective treatment
program to the service area. Importantly, medication-assisted treatment utilizing methadone
is also safe for use by pregnant women, who are especially in need of safe, effective
treatment.

Also, consideration should be given to the reality that existing facilities can expand or
reduce their capacity to maintain or treat patients without large changes in overhead.

Response: Not applicable. There are no existing facilities in the service area.
Service Area

The geographic service area should be reasonable and based on an optimal balance
between population density and service proximity.

Response: The geographic service area is reasonable given the prevalence of addiction in
East Tennessee and the lack of available similar services. The distance from the Applicant
to the counties in the service area ranges from 18 to 50 miles as opposed to 30 to 90 miles
to the existing facilities in Knox and Washington counties.

For up to the first three months of treatment, state and federal regulations require new OTP
patients to visit the facility in person for treatment, resulting in a near daily commute of six to
seven days per week. For the next three months of treatment, patients must commute a
minimum of 5 days per week, then 4 days per week for the next three months, then 1 day
per week thereafter. In other words, for the first year of treatment, patients must travel to a
treatment center over 200 days per year. Therefore, the closer the facility is to the patients,
the better able they are to receive treatment and continue to hold a job and be fully
functioning members of society.

4834-6134-3079.26
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23.5mil 54.5 mil 541mi/ | 56.5mi/ | 49.4mi | 66.9 m/ | 57 mi/ 58.6m/ | 64.5mi/ | 59mi/ | 49.4mi
Cocke 36 min 1h2min | 1h2min | 1h23 1h2 1h20 1h15 1h17 1h22 1h17 1h 8 min
min min min min min min min
46.6 mi/ 39.8 mil 394mi/l | 76.6mi/ | 102mi/ | 120mi | 124mi/ | 124mi/ | 124mi/ | 122mi/ | 101 mi/ 2
Grainger 57 min 53 min 54 min 1h30 1h51 2h10 2h15 2h15 2h13 2h11 h 10 min
min min min min min min min
29.2 mi/ 73.3mil 729mil | 29.9mi/ | 75mi | 60.7mi/ | 54.5mi/ | 56.1 mi/ | 62 mi/ 56.6mil | 47.5mi/
Greene 44 min 1h15min | 1h16 45 min 1h34 | 1h21 1h 1h17 1h22 1h17 1h10
min min min 15 min min min min min
18.8 mi/ 49.3 mi/ 489mi/ | 595mil | 747mi/ | 922mi | 96.5mi/ | 96.5mil | 96.2mi/ | 94.2mil | 47 mi/ 1
Hamblen | 28 min 51 min 52 min 1hr6 1h21 | 1h40 1h44 1h45 1h42 1h 40 h 8 min
- min min min min min min min
50.2 mi/ 70.1 mi/ 69.7mi/ | 37.7mi | 101mi/ | 114 mi/ | 105mi/ | 107 mi/ | 113 mi/ | 107 mii | 93.1 mi/
Hawkins | 59 min 1h21min | 1h23min | 45 min 1h53 | 1hb54 1ha47 1h49 1h 54 1h4g 1h33
min min min min min min min
18.1 mi/ 31 mil 306mi | 71mi 66mi/ | 83.5mi/ | 87.7mii | 87.8mi/ | 87.4mii | 85.5mi | 72.3 mi
Jefferson | 20 min 32 min 32 min 1h13 1h12 [1h30 1h33 1h 34 1h31 1h29 1h33
min min min min min min min min
23.5 mil 35.2 mi/ 348mil | 94 mi/ 71.7mil | 893mi/ | 935mil | 93.5mi | 93.2mi/ | 91.2mi | 76.7 mil
Sevier 36 min 48 min 49 min 1h46 1h29 | 1h47 1h 50 1h 51 1h47 1h46 1h50
min min min min min min min min
Source: Google Maps 2018.
The relationship of the socio-demographics of the service area and the projected population
to receive services should be considered. The proposal's sensitivity to and the
responsiveness to the special needs of the service area should be considered including
accessibility to consumers, particularly women, racial and ethnic minorities, and low-income
groups.
Response: The service area has a significant number of low-income persons, with five of
the seven counties having a higher percentage of persons below the poverty level than the
state of Tennessee, and a higher percentage of those on TennCare in each county as
compared to the state of Tennessee. The ability of patients to receive services closer to
home increases accessibility to this necessary treatment option. Methadone is also a safe
treatment for pregnant women. Given these facts, the Applicant will be better able to treat
patients with varying ranges of opioid dependence and will be able to do so in greater
numbers than a physician who is limited to prescribing buprenorphine and has volume
limitations on his/her ability to take on patients.
Relationship to Existing Applicable Plans
The proposals’ estimate of the number of patients to be treated, anticipated revenue from
the proposed project, and the program funding source with description of the organizational
structure of the program delineating the person(s) responsible for the program, should be
considered.
The proposals’ relationship to policy as formulated in local and national plans, including
need methodologies, should he considered,
4834-6134-3079.26
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Response: According to the Tennessee Department of Mental Health and Substance
Abuse Services (TDMHSAS) report “Prescription for Success: Statewide Strategies to
Prevent and Treat the Prescription Drug Abuse Epidemic in Tennessee,” prescription drug
abuse is a pervasive, multi-dimensional issue impacting Tennessee individuals, families,
and communities. The abuse of prescription drugs, specifically opioids, is an epidemic in
Tennessee, with disastrous and severe consequences to Tennesseans of every age
including: overdose deaths, emergency department visits, hospital costs, newborns with
Neonatal Abstinence Syndrome, children in state custody, and people incarcerated for
drug-related crimes.

In a 2016 SAMHSA report, “Potential Areas for Addressing Service Gaps for Opioid
Treatment,” MAT facility maps identify areas on a state-by-state basis that may be
potentially underserved by existing treatment facilities. The maps are created with a
methodology that seeks to include the highest potential need areas from individual
counties so that county-level stakeholders are also informed. The maps are meant to be
used as a tool for policy makers to determine potentially underserved areas - not as a
definitive representation of these areas. In East Tennessee, Cocke and Greene Counties
are identified as an area showing a large service gap for opioid treatment. Therefore, it is
recognized that the service area chosen by the Applicant needs this treatment option to
better meet the health care needs of service area residents. See map of Tennessee’s
Potential Areas for Addressing the Service Area Gaps for Opioid Treatment included as
Attachment Section A, Executive Summary, Need-B-1.

There are three drugs approved by the FDA for the treatment of opioid dependence:
methadone, buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and psychosocial
support. Everyone who seeks treatment for an OUD should be offered access to all three
options as this allows providers to work with patients to select the treatment best suited for
an individual's needs.?’

The proposals’ relationship to underserved geographic areas and underserved population
groups, as identified in local plans and other documents, should be a significant
consideration.

Response: It is clear from all sources that there is an opioid epidemic and crisis in
Tennessee. The area hardest hit would appear to be east Tennessee. In a 2016
SAMHSA report, “Potential Areas for Addressing Service Gaps for Opioid Treatment,”
MAT facility maps identify areas on a state-by-state basis that may be potentially
underserved by existing treatment facilities. The maps are created with a methodology
that seeks to include the highest potential need areas from individual counties so that
county-level stakeholders are also informed. The maps are meant to be used as a tool for
policy makers to determine potentially underserved areas - not as a definitive
representation of these areas. In East Tennessee, Cocke and Greene Counties are
identified as an area showing a large service gap for opioid treatment. Therefore, it is
recognized that the service area chosen by the Applicant needs this treatment option to
better meet the health care needs of service area residents. See map of Tennessee’s
Potential Areas for Addressing the Service Area Gaps for Opioid Treatment included as
Attachment Section A, Executive Summary, Need-B-1. While there is no formula for
determining need for services, there is no option for MAT treatment using methadone in

2 hitps://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092. htm
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the service area, and this area has been identified as underserved. It will not be possible
to stem the flow of this epidemic until there are sufficient treatment options available.

The impact of the proposal on similar services supported by state appropriations should
be assessed and considered.

Response: Not applicable.

The degree of projected financial participation in the Medicare and TennCare programs
should be considered.

Response: Not applicable. The proposed project will not seek certification by Medicare
because Medicare patients rarely seek OTP services. TennCare has a methadone benefit
for enrollees younger than 21, and this facility will not serve patients younger than 18.
Consequently, the only eligible TennCare patients would be patients 18-20 years of age
and very few patients in this age range seek treatment based on the experience of the
Applicant's owners. Moreover, the process to become a TennCare provider and contract
with MCOs involves a number of operational issues that place financial and administrative
burdens on a provider. Given the limited number of eligible patients the Applicant would be
treating as a TennCare provider, the Applicant fears it would spend a disproportionate
amount of time negotiating contracts and handling associated administrative tasks. If a
TennCare MCO sends the Applicant a qualified TennCare patient approved to receive
methadone MAT, the Applicant will provide treatment services to the patient free of charge
as a charity care patient. Should TennCare provide funding in the future, the Applicant
would consider becoming a TennCare provider for these vital services.

Describe the relationship of this project to the applicant facility’s long-range development
plans, if any, and how it relates to related previously approved projects of the applicant.

Response: The Applicant’s long-term plan is to evolve, maintain and practice a highly
effective model of integrated treatment for those suffering physically, mentally,
emotionally, and spiritualty from drug abuse and dependency. This project will enable the
Applicant to provide treatment to patients in the proposed service area. The owners of the
Applicant are highly experienced in addiction treatment - with approximately 100 years of
experience in this area between them. Their experience includes starting four OTP
facilities from the ground up.

B. Identify the proposed service area and justify the reasonableness of that proposed area.
Submit a county level map for the Tennessee portion of the service area using the map on
the following page, clearly marked to reflect the service area as it relates to meeting the
requirements for CON criteria and standards that may apply to the project. Please include
a discussion of the inclusion of counties in the border states, if applicable. Attachment —
Section — Need-3.

Response: The Applicant anticipates serving the residents of Cocke, Sevier, Jefferson,
Hamblen, Greene, Hawkins and Grainger counties. Please see service area map
included as Attachment Section, Need-3.

Please complete the following tables, if applicable:
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Service Area

Historical Utilization-County Residents

% of total procedures

Counties
County #1 N/A
County #2
Etc.
Total 100%
Service Area Projected Utilization-County Residents % of total procedures
Counties
Cocke 32 9%
Sevier 88 25%
Jefferson 49 14%
Hamblen 52 15%
Greene 59 17%
Hawkins 49 14%
Grainger 20 6%
Total 349 100%

Note: Projections have been based on year 2 of the project, so that the ramp up period has

occurred.
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1)

a) Describe the demographics of the population to be served by the proposal.

b) Using current and projected population data from the Department of Health, the
most recent enrollee data from the Bureau of TennCare, and demographic
information from the US Census Bureau, complete the following table and
include data for each county in your proposed service area.

Projected Population Data: http://www.tn.gov/health/article/statistics-population

TennCare Enrollment Data: http://www.tn.gov/tenncare/topic/enrollment-data

Census Bureau Fact Finder: http:/factfinder.census.gov/faces/nav/jsf/pages/index.xhtml

Response:

Please see table below. Although the applicant will serve adults 18 and

older, the target adult population listed below is for those adults 20 and over because that
is the age grouping for the department of health population statistics.

Department of Health/Health Statistics Bureau of the Census TennCare

c = c $ S_ - S S 5 % % z 5 i S
Demographic 28 %;_3 é T3 88 Bolsssl S| S 32 52_ © 0 o X
Variable/Geo =Le 35 [E5 8>w | 8>o |BE1RB5 S| 28| &2 BIY S8 | 583
graphic Area 8’% 8'% g.E gc_’;C:S n?%g QO-CQO_EL__ & ] SE‘ 83}9 €35 c $o

. £ S8 |85 55" | 59" |6e|68e 8 | 5| 22 [2zE &5 |g2"

£3 S | >3 o4& o= 925 5 | 5 oo 8¢ = =2

- SR I h S |8 2 B 3 &

— * ¥ * = o

Cocke 35,214 35,310 | 0.27 27,317 27,770 | 166 | 78.65 | 445 | 31,081 9,081 26.1 11,217 31.85
County
Grainger 23,093 23,443 | 1.52 17,840 18,353 | 2,88 | 78.29 | 44.2 | 37,552 4,578 | 20.2 5,957 25.80
County
Greene 68,612 69,5698 | 1.44 53,547 54,620 | 2.00 | 78.48 | 440 | 36,711 12,373 18.6 15,513 22.61
County
Hamblen 63,786 65,264 | 2.32 47,637 48,827 | 2.560 | 74.81 | 40.5 | 39,270 13,112 21.2 16,300 25.55
County
Hawkins 56,555 56,606 | 0.09 43,816 44,529 | 1.63 | 78.66 | 43.8 | 37,883 10,706 19.2 13,225 23.38
County
Jefferson 53,534 55,178 | 3.07 41,234 42,724 | 3.61 | 77.43 | 42.7 | 43,673 7,724 15.2 12,187 22.76
County
Sevier 96,672 102,302 | 5.82 74,533 79,255 | 6.30 | 77.47 | 42.4 | 42,586 14,285 16.3 20,719 21.43
County
Service Area 397,466 407,701 | 2.58 305,924 316,078 | 3.32 | 77.53 N/A N/A N/A N/A 95,118 23.93
Total
State of TN 6,651,120 | 6,883,347 | 3.49 | 4,986,324 | 5,024,757 | 0.77 | 73.00 | 38.5 | 46,574 | 1,100,169 17.2 | 1,415,846 21.29
Total

Source: Google Maps 2018.

* Target Population is population that project will primarnly serve,

For example, nursing home, home health agency,

hospice agency projects typically primarily serve the Age 65+ population; projects for child and adolescent psychiatric
services will serve the Population Ages 0-19. Projected Year is defined in select service-specific criteria and standards. If
Projected Year is not defined, default should be four years from current year, e.g., if Current Year is 2016, then default
Projected Yearis 2020.

2)

Describe the special needs of the service area population, including health
disparities, the accessibility to consumers, particularly the elderly, women, racial
and ethnic minorities, and low-income groups. Document how the business plans
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of the facility will take into consideration the special needs of the service area
population.

Response: Please note that the median age for persons in each of the counties in
the service area is higher than that for the state. The service area has a significant
number of low-income persons, with five of the seven counties having a higher
percentage of persons below the poverty level than the state of Tennessee, and a
higher percentage of those on TennCare in each county as compared to the state
of Tennessee. Methadone is generally a more cost effective treatment than
buprenorphine, which should be a major consideration for the service area given
the number of low-income persons in the service area. Methadone is also a safe
treatment for pregnant women.

The abuse of prescription drugs, specifically opioids, is an epidemic in Tennessee,
with disastrous and severe consequences to Tennesseans of every age including:
overdose deaths, emergency department visits, hospital costs, newborns with
Neonatal Abstinence Syndrome, children in state custody, and people incarcerated
for drug-related crimes.

Given these facts, the Applicant will be better able to treat patients with varying
ranges of opioid dependence and will be able to do so in greater numbers than a
physician who is limited to prescribing buprenorphine and has volume limitations on
his/her ability to take on patients.

E. Describe the existing and approved but unimplemented services of similar healthcare
providers in the service area. Include utilization and/or occupancy trends for each of the
most recent three years of data available for this type of project. List each provider and its
utilization and/or occupancy individually. Inpatient bed projects must include the following
data: Admissions or discharges, patient days, average length of stay, and occupancy.
Other projects should use the most appropriate measures, e.g., cases, procedures, visits,
admissions, etc. This doesn’t apply to projects that are solely relocating a service.

Response: Not applicable.

F. Provide applicable utilization and/or occupancy statistics for your institution for each of the
past three years and the projected annual utilization for each of the two years following
completion of the project. Additionally, provide the details regarding the methodology
used to project utilization. The methodology must include detailed calculations or
documentation from referral sources, and identification of all assumptions.

Response: Since this is a new facility, there is no historical utilization. The applicant
anticipates that annual utilization will be 235 and 349 patients for the first two years
following completion of the project. The Applicant has based its projections on estimates
of the number of adults using pain relievers for non-medical purposes and the number of
adults who are heroin users in the service area.

4834-6134-3079,26
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SECTION B: ECONOMIC FEASIBILITY

A. Provide the cost of the project by completing the Project Costs The on the following page.
Justify the cost of the project.

1) All projects should have a project cost of at least $15,000 (the minimum CON Filing Fee).
(See Application Instructions for Filing Fee)

Response: Please see Project Costs Chart.

2) The cost of any lease (building, land, and/or equipment) should be based on fair market
value or the total amount of the lease payments over the initial term of the lease,
whichever is greater. Note: This applies to all equipment leases including by procedure or
“per click” arrangements. The methodology used to determine the total lease cost for a
"per click" arrangement must include, at a minimum, the projected procedures, the "per
click" rate and the term of the lease.

Response: The Applicant executed a Commercial Lease to Purchase, a copy of which
is included with this application at Attachment Section A-6A. However, It is anticipated
that a holding company having some common ownership with the Applicant will
purchase the building. It has currently not been decided which of the current owners of
the Applicant will form an entity to purchase the building. The Applicant will then
renovate the building. The Applicant plans on leasing the building from this holding
company at a rate of approximately $2,300 per month. The Project Costs Chart
includes the total cost of the building and the renovations. The projected data chart
includes the lease amount for the building, and depreciation on the building.

3) The cost for fixed and moveable equipment includes, but is not necessarily limited to,
maintenance agreements covering the expected useful life of the equipment; federal,
state, and local taxes and other government assessments; and installation charges,
excluding capital expenditures for physical plant renovation or in-wall shielding, which
should be included under construction costs or incorporated in a facility lease.

Response: Not applicable.

4) Complete the Square Footage Chart on page 8 and provide the documentation. Please
note the Total Construction Cost reported on line 5 of the Project Cost Chart should equal
the Total Construction Cost reported on the Square Footage Chart.

Response: Not applicable.

5) For projects that include new construction, modification, and/or renovation—
documentation must be provided from a licensed architect or construction professional
that support the estimated construction costs. Provide a letter that includes the following:

A general description of the project;
An estimate of the cost to construct the project;
A description of the status of the site’s suitability for the proposed project; and

© T o» ®

Attesting the physical environment will conform to applicable federal standards,
manufacturer’s specifications and licensing agencies’ requirements including the AIA
Guidelines for Design and Construction of Hospital and Health Care Facilities in
current use by the licensing authority.

Response: Please see letter from architect included as Attachment Section B, Economic

Feasibility A-5.
4834-6134-3079.26
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PROJECT COST CHART

A.  Construction and equipment acquired by purchase:

1. Architectural and Engineering Fees $4,000
Legal, Administrative (Excluding CON Filing Fee),
2. Consultant Fees $50,000
8] Acquisition of Site $190,000
4, Preparation of Site N/A
5. Total Construction Costs $220,000
6. Contingency Fund $50,000
7. Fixed Equipment (Not included in Construction Contract) N/A
Moveable Equipment (List all equipment over $50,000 as
8. separate attachments)_Furniture, security system, computers $25,000
9. Other (Specify) N/A
B.  Acquisition by gift, donation, or lease:
1 Facility (inclusive of building and land) N/A
2 Building only N/A
8 Land only N/A
4 Equipment (Specify) N/A
5 Other (Specify) N/A
C. Financing Costs and Fees:
1. Interim Financing N/A
2. Underwriting Costs N/A
S Reserve for One Year's Debt Service N/A

4, Other (Specify)
D. Estimated Project Cost

(A+B+C) $539,000

E. CON Filing Fee $15,000
F. Total Estimated Project Cost

(D+E) TOTAL $554,000
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B. Identify the funding sources for this project.

Check the applicable item(s) below and briefly summarize how the project will be financed.
(Documentation for the type of funding MUST be inserted at the end of the application,
in the correct alpha/numeric order and identified as Attachment C, Economic
Feasibility-2.)

1) Commercial loan — Letter from lending institution or guarantor stating favorable
initial contact, proposed loan amount, expected interest rates, anticipated term of the loan,
and any restrictions or conditions;

2) Tax-exempt bonds — Copy of preliminary resolution or a letter from the issuing
authority stating favorable initial contact and a conditional agreement from an underwriter or
investment banker to proceed with the issuance;

3) General obligation bonds — Copy of resolution from issuing authority or minutes
from the appropriate meeting;

4) Grants — Notification of intent form for grant application or notice of grant award;

5) Cash Reserves — Appropriate documentation from Chief Financial Officer of the
organization providing the funding for the project and audited financial statements of the
organization; and/or

X 6) Other — Identify and document funding from all other sources.

Response: The applicant anticipates that each of the owners who are providing capital for
the project will provide their proportionate share of the funding: Richard Sherman - 39%;
Steven Loyd - 39%; Yoni Mizrahi - 11%; and Pam Whitmire - 11%. Please see attached
letters for each of them verifying that they have the necessary funds included as Attachment
C. Economic Feasibility B-6.

Complete Historical Data Charts on the following two pages—Do _not modify the Charts
provided or submit Chart substitutions!

Historical Data Chart represents revenue and expense information for the last three (3) years
for which complete data is available. Provide a Chart for the total facility and Chart just for the
services being presented in the proposed project, if applicable. Only complete one chart if
it suffices.

Note that “Management Fees to Affiliates” should include management fees paid by
agreement to the parent company, another subsidiary of the parent company, or a third party
with common ownership as the applicant entity. “Management Fees to Non-Affiliates” should
include any management fees paid by agreement to third party entities not having common
ownership with the applicant.
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HISTORICAL DATA CHART

o Total Facility
o Project Only

Give information for the last three (3) years for which complete data are available for the facility or agency. The
fiscal year begins in (Month). Response: Not applicable.

A.  Utilization Data (Specify unit of measure, e.g., 1,000 patient days,
500 visits)
B.  Revenue from Services to Patients

1.
2.
3.
4.

Inpatient Services
Outpatient Services
Emergency Services

Other Operating Revenue (Specify)

Gross Operating Revenue

C. Deductions from Gross Operating Revenue

1.
2.
3.

Contractual Adjustments
Provision for Charity Care

Provisions for Bad Debt

Total Deductions

NET OPERATING REVENUE
D. Operating Expenses

1.

Salaries and Wages

a. Direct Patient Care

b. Non-Patient Care
Physician's Salaries and Wages
Supplies

Rent
a. Paid to Affiliates

b. Paid to Non-Affiliates

Management Fees:
a. Paid to Affiliates

b. Paid to Non-Affiliates
Other Operating Expenses

Total Operating Expenses

E. Earnings Before Interest, Taxes and Depreciation

F.  Non-Operating Expenses

1.
2.
3.
4.

Taxes

Depreciation

Interest

Other Non-Operating Expenses

Total Non-Operating Expenses

NET INCOME (LOSS)

Chart Continues Onto Next Page
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NET INCOME (LOSS) $ $ $

G.  Other Deductions
1. Annual Principal Debt Repayment $ $ $

2. Annual Capital Expenditure

Total Other Deductions $ $ $
NET BALANCE $ $ $
DEPRECIATION $ $ $
FREE CASH FLOW (Net Balance + Depreciation) $ $ $
o Total Facility
o Project Only
HISTORICAL DATA CHART-OTHER EXPENSES
OTHER EXPENSES CATEGORIES Year Year Year
1. Professional Services Contract $ $ $
2. Contract Labor
3. Imaging Interpretation Fees
4.
5.
6.
7.
Total Other Expenses $ $ $
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D. Complete Projected Data Charts on the following two pages — Do not modify the Charts
provided or submit Chart substitutions!

The Projected Data Chart requests information for the two years following the completion of
the proposed services that apply to the project. Please complete two Projected Data Charts.
One Projected Data Chart should reflect revenue and expense projections for the Proposal
Only (i.e., if the application is for additional beds, include anticipated revenue from the
proposed beds only, not from all beds in the facility). The second Chart should reflect
information for the total facility. Only complete one chart if it suffices.

Note that “Management Fees to Affiliates” should include management fees paid by
agreement to the parent company, another subsidiary of the parent company, or a third party
with common ownership as the applicant entity. “Management Fees to Non-Affiliates” should
include any management fees paid by agreement to third party entities not having common
ownership with the applicant.
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PROJECTED DATA CHART

o Total Facility
o Project Only

Give information for the two (2) years following the completion of this proposal. The fiscal year begins in April (Month).

Utilization Data (Specify unit of measure, e.g., 1,000 patient days, 500 visits)

A

Revenue from Services to Patients

1. Inpatient Services

2. Outpatient Services

3. Emergency Services

4. Other Operating Revenue (Specify)

Gross Operating Revenue

C. Deductions from Gross Operating Revenue

1. Contractual Adjustments

2. Provision for Charity Care

3. Provisions for Bad Debt

Total Deductions

NET OPERATING REVENUE

D. Operating Expenses

1.

Salaries and Wages
a. Direct Patient Care

b. Non-Patient Care

2. Physician's Salaries and Wages
3. Supplies
4. Rent
a. Paid to Affiliates
b. Paid to Non-Affiliates
5. Management Fees:
a. Paid to Affiliates
b. Paid to Non-Affiliates
6.  Other Operating Expenses
Total Operating Expenses
E. Earnings Before Interest, Taxes and Depreciation
F. Non-Operating Expenses
1.  Taxes
2 Depreciation
3. Interest
4 Other Non-Operating Expenses

Total Non-Operating Expenses

NET INCOME (LOSS)

Chart Continues Onto Next Page
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Year 1

235 349

$ $
$592,344.00 $1,461,526.55
$592,344.00 $1,461,526.55

$ $
$17,770.32 $43,845.80
$118.47 $292.31
$17,888.79 44,138.11
$574,455.21 $1,417,388.44
$303,828.00 $442 196.00
$46,000.00 $48,000.00
$48,775.68 $51,352.68
$27,600.00 $27,600.00
$146,899 $162,669
$573,102.68 $731,817.68
$1,352.53 $685,570.76
$27,746.00 $39,215.00
$15,750.00 $29,880.00
$53,496.00 $69,095.00
($52,143.47) $616,475.76




NET INCOME (LOSS)
G.  Other Deductions

1. Estimated Annual Principal Debt Repayment

2. Annual Capital Expenditure

Total Other Deductions

FREE CASH FLOW (Net Balance + Depreciation)

NET BALANCE

DEPRECIATION

($52,143.47)

$616,475.76

$
$ 0.00
($52,143.47) $616,475.76
$ 15,750.00 $ 29,880.00
($36,393.47) $646,355.76

PROJECTED DATA CHART-OTHER EXPENSES

OTHER EXPENSES CATEGORIES

=Y

© ©® N o o M~ 0N
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Insurance

Licenses/CARF/Dues/Subscription Fees

Training
Computers/Software
Lab Fees
Repairs/Utilities
Janitorial

Security

Advertising

Total Other Expenses

38

o Total Facility
o Project Only

Year 1 Year 2
$58,124.00 $91,944.00
$9,200.00 $500.00
$4,800.00 $4,950.00
$15,000.00 $7,200.00
$39,800.00 $40,000.00
$8,775.00 $7,875.00
$3,000.00 $3,000.00
$1,700.00 $1,200.00
$6,500.00 $6,000.00
$ 146,899 $ 162,669




E. 1) Please identify the project's average gross charge, average deduction from operating
revenue, and average net charge using information from the Projected Data Chart for Year
1 and Year 2 of the proposed project. Please complete the following table.

Previous | Current | Year One | Year Two % Change
Year Year (Current
Year to Year
2)

Gross Charge (Gross Operating $15/day; | $15/day;
Revenue/Utilization Data)

N/A N/A $95/week | $95/week 0
Deduction from Revenue (Total N/A N/A N/A N/A N/A
Deductions/Utilization Data)
Average Net Charge (Net $15/day; | $15/day;
Operating Revenue/Utilization
Data) N/A N/A $95/week | $95/week 0

2) Provide the proposed charges for the project and discuss any adjustment to current

3)

charges that will result from the implementation of the proposal. Additionally, describe
the anticipated revenue from the project and the impact on existing patient charges.

Response: The applicant anticipates a daily fee of $15.00 per day and a weekly fee of
$95.00 per week. The fees will include all medication, individual and group counseling
and a monthly urine drug screening.

Compare the proposed charges to those of similar facilities in the service
area/adjoining service areas, or to proposed charges of projects recently approved by
the Health Services and Development Agency. If applicable, compare the proposed
charges of the project to the current Medicare allowable fee schedule by common
procedure terminology (CPT) code(s).

Response: These fees compare favorably to fees of the closest facilities which are
located in Tennessee, North Carolina and South Carolina. For those facilities the fees
for methadone range from $10-$16/day. Weekly fees are offered at a rate of $178 for
the first week, and afterwards at $118 per week, with no daily rates for DRD Knoxville,
with the rates at Overmountain Recovery in Johnson City being $155 for the first
week, and afterwards at $100.80 per week or $16 per day for a daily rate. See
Attachment B, Economic Feasibility E-3.

F. 1) Discuss how projected utilization rates will be sufficient to support the financial

performance. Indicate when the project’s financial breakeven is expected and
demonstrate the availability of sufficient cash flow until financial viability is achieved.
Provide copies of the balance sheet and income statement from the most recent
reporting period of the institution and the most recent audited financial statements
with accompanying notes, if applicable. For all projects, provide financial information
for the corporation, partnership, or principal parties that will be a source of funding for
the project. Copies must be inserted at the end of the application, in the correct
alpha-numeric order and labeled as Attachment C, Economic Feasibility. NOTE:
Publicly held entities only need to reference their SEC filings.
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Response: The Applicant estimates 235 patients in year one and 349 patients in
year two. The Applicant anticipates a minimal negative free cash flow of (36,393.47)
in Year 1 and a positive free cash flow in Year 2 of $646,355.76. As indicated in the
funding letters, those owners of the Applicant who will provide financial support have

the means to fund both the costs of the project and sufficient cash flow until financial
viability is achieved.

2) Net Operating Margin Ratio — Demonstrates how much revenue is left over after all the
variable or operating costs have been paid. The formula for this ratio is: (Earnings
before interest, Taxes, and Depreciation/Net Operating Revenue).

Utilizing information from the Historical and Projected Data Charts please report the
net operating margin ratio trends in the following table:

2nd Year 1st Year . :
. . Projected Projected
Year previous to previous to Current Year
Year 1 Year 2
Current Year | Current Year

Net

Operating N/A N/A N/A 2% 48%
Margin Ratio

3) Capitalization Ratio (Long-term debt to capitalization) — Measures the proportion of
debt financing in a business’s permanent (Long-term) financing mix. This ratio best
measures a business’s true capital structure because it is not affected by short-term
financing decisions. The formula for this ratio is: (Long-term debt/(Long-term debt/Total
Equity (Net assets)) x 100).

For the entity (applicant and/or parent company) that is funding the proposed project
please provide the capitalization ratio using the most recent year available from the
funding entity’s audited balance sheet, if applicable. The Capitalization Ratios are not
expected from outside the company lenders that provide funding.

Response: Not applicable. The applicant is a new entity and as such has no existing
capitalization ratio.

G. Discuss the project’s participation in state and federal revenue programs including a

description of the extent to which Medicare, TennCare/Medicaid and medically indigent
patients will be served by the project. Additionally, report the estimated gross operating
revenue dollar amount and percentage of projected gross operating revenue anticipated
by payor classification for the first year of the project by completing the table below.

Response: The proposed project will not seek certification from Medicare or TennCare.
Medicare patients rarely seek OTP services. While TennCare has a methadone benefit
for enrollees younger than 21, this facility will not serve patients younger than 18.
Consequently, the only eligible TennCare patients would be patients 18-20 years of age
and very few patients in this age range seek treatment based on the experience of the
Applicant's owners. Moreover, the process to become a TennCare provider and contract
with MCOs involves a number of operational issues that place financial and administrative
burdens on a provider. Given the limited number of eligible patients the Applicant would
be treating as a TennCare provider, the Applicant would spend a disproportionate amount
of time negotiating contracts and handling associated administrative tasks. If a TennCare
MCO sends the Applicant a qualified TennCare patient approved to receive methadone

4834-6134-3079.26
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MAT, the Applicant will provide treatment services to the patient free of charge as a
charity care patient. Should TennCare provide funding in the future, the Applicant would
consider becoming a TennCare provider for these vital services. Please see the chart
below for payor mix by payor source. Any revenues that might be attributable to
TennCare patients are included in charity care.

Applicant’s Projected Payor Mix, Year 1

Payor Source Projected Gross As a % of total
Operating Revenue

Medicare/Medicare Managed Care N/A N/A
TennCare/Medicaid N/A N/A
Commercial/Other Managed Care N/A N/A
Self-Pay $574,574.00 97.0%
Charity Care $17,770.00 3%
Other (Specify) N/A N/A
Total $592,344.00 100.0%

H. Provide the projected staffing for the project in Year 1 and compare to the current staffing
for the most recent 12-month period, as appropriate. This can be reported using full-time
equivalent (FTEs) positions for these positions. Additionally, please identify projected
salary amounts by position classifications and compare the clinical staff salaries to
prevailing wage patterns in the proposed service area as published by the Department of
Labor & Workforce Development and/or other documented sources.

Response: Please see the chart below. As it shows, the applicant estimates FTEs of just
under 8 for the first year of operation, during which time there will be a significant ramp up
period.
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L. Projected Average Wage Area
Position Classification EXIs:mg Al F!TEs (Con?ractuagl Wide/Statewide
(enter year) Year 1 Rate) Average Wage
Direct Patient Care
Positions
Director N/A 1.0 $60,000/Yr
Director of Nursing (RN) N/A 1.0 $55,0000/Yr
Registered Nurse N/A 0.5 $24/Hr
Licensed Practical Nurse N/A 0.75 $18/Hr
Administrator N/A 1.50 $11/Hr
Group Counselor N/A 0.2 $16/Hr
Clinical Supervisor N/A 1.0 $45,700/Yr
Counselor N/A 1.25 $16/Hr
Total Direct Patient N/A 7.20 N/A N/A
Care Positions
Non-Patient Care
Positions
Position 1
Position 2
Position “etc.”
Total Non-Patient Care
Positions
Total Employees
(A+B)
Contractual Staff
Medical Director N/A 0.5 $90/Hr
Total Staff 7.7 N/A N/A
(A+B+C)

|. Describe all alternatives to this project which were considered and discuss the
advantages and disadvantages of each alternative including but not limited to:

1) Discuss the availability of less costly, more effective and/or more efficient alternative

methods of providing the benefits intended by the proposal. If development of such
alternatives is not practicable, justify why not, including reasons as to why they were
rejected.

Response: There are no viable choices for the Applicant other than to proceed with
trying to implement this project. There are buprenorphine providers in the service
area so this treatment alternative is available. As previously cited, the FDA has
approved three drugs for the treatment of opioid dependence: methadone,
buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and
psychosocial support. Everyone who seeks treatment for an OUD should be offered
access to all three options as this allows providers to work with patients to select the
treatment best suited for an individual's needs.* With no available MAT providers in
the service area, and portions of the service area identified as underserved for this

% hitps://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092. htm
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service, the Applicant felt it had no choice but to step in to help fill the void in available
service options.

the FDA There are no MAT providers in the service area. Portions of the service
area have been identified as underserved.

2) Document that consideration has been given to alternatives to new construction, e.g.,
modernization or sharing arrangements.

Response: Not applicable. This proposal does not include new construction but is
utilizing an existing building that will be renovated.
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SECTION B: CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF HEALTH CARE

A. List all existing health care providers (i.e., hospitals, nursing homes, home care organizations,

etc.), managed care organizations, alliances, and/or networks with which the applicant
currently has or plans to have contractual and/or working relationships, that may directly or
indirectly apply to the project, such as, transfer agreements, contractual agreements for health
services.

Response: The Applicant intends to have working relationships with all hospitals with
emergency rooms in the service area, including Tennova Healthcare - Newport Medical
Center in Cocke County, Laughlin Memorial Hospital and Takoma Regional Hospital in
Greene County, Wellmont Hawkins County Memorial Hospital in Hawkins County, LeConte
Medical Center in Sevier County, Lakeway Regional Hospital and Morristown-Hamblen
Healthcare System in Hamblen County, and Tennova Healthcare - Jefferson Memorial
Hospital in Jefferson County. In the unlikely event of an emergency, the applicant will dial 911
for an ambulance, which will transport the patient to the nearest emergency room, or an
emergency room of their choice.

. Describe the effects of competition and/or duplication of the proposal on the health care
system, including the impact to consumers and existing providers in the service area. Discuss
any instances of competition and/or duplication arising from your proposal including a
description of the effect the proposal will have on the utilization rates of existing providers in
the service area of the project.

Response: Since there are no existing facilities providing MAT in the service area, there is
no competition or duplication of services on the health care system.

Describe the positive and/or negative effects of the proposal on the health care system.
Please be sure to discuss any instances of duplication or competition arising from
your proposal including a description of the effect the proposal will have on the
utilization rates of existing providers in the service area of the project.

1) Positive Effects

Response: The proposed service area does not currently have an OTP providing MAT, so
the Applicant's proposed facility will address this gap in service. There are buprenorphine
providers in the service area, but they do not offer the range of services that the Applicant
does, such as counseling and treatment with a medication other than buprenorphine.
While some patients may benefit from methadone and buprenorphine treatment equally,
the two therapies differ in important ways in treating opioid addiction.?> Methadone is more
appropriate for patients who are dependent on higher opioid doses than those who do well
on buprenorphine, which is a partial agonist and does not activate the applicable receptors
in the brain to the same extent as methadone. While buprenorphine can plateau and reach
a point where a higher dose will not result in further suppression of withdrawal symptoms
because, as a partial agonist, it will reach a plateau and will not activate any unactivated
receptors. Increased doses of methadone will result in the activation of additional
receptors so that withdrawal symptoms will be further suppressed.

%5 hitp://www.ncbi.nim.nih.gov/pmc/articles/PMC3271614/
4834-6134-3079.26
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Methadone is also a safe treatment for pregnant women. Given these facts, the Applicant
will be better able to treat patients with varying ranges of opioid dependence and will be
able to do so in greater numbers than a physician who is limited to prescribing
buprenorphine and therefore has volume limitations on his/her ability to take on patients.

There are three drugs approved by the FDA for the treatment of opioid dependence:
methadone, buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and psychosocial
support. Everyone who seeks treatment for an OUD should be offered access to all three
options as this allows providers to work with patients to select the treatment best suited for
an individual's needs.?®

The applicant proposes to offer MAT services. The scope of services offered by the
Applicant are such that they would not necessarily impact physicians treating patients with
buprenorphine, since their patient pool likely consists of those who do not need the
amount of support and monitoring that will be received by those in the Applicant's
proposed program. If a patient is progressing well with the buprenorphine when weaning
themselves off of a short-term addiction to pain medication prescribed for an injury, he or
she is not likely to seek out the services of the Applicant and will remain with their
physician, as the limited services provided by physicians will be better suited to such
circumstances.

To the extent the Applicant would compete with buprenorphine providers, the benefits to
the population in having alternative methods to combat addiction outweigh the costs.
Outside the proposed service area, the most affected providers would likely be the
methadone treatment centers located in Knoxville and Johnson City, Tennessee,
Weaverville, North Carolina and Asheville, North Carolina. The Knoxville facilities are 30-
55 miles away; the Johnson City facility is 30-94 miles away; the Ashville facilities are 60-
120 miles away and the Weaverville facility is 48-101 miles away. While some individuals
will seek services closer to home, not all patients will transfer to a new clinic for the same
services. The Applicant's project should not be anticipated to materially impact the
continued viability of other clinics, given the growing need for the services in Tennessee,
and the existing lack of treatment options, as noted elsewhere in this application.
Additionally, portions of the Applicant’s service area have been identified as underserved.

2) Negative Effects

Response: There are no negative effects if this project is approved because there are no
MAT facilities in the service area. While physicians offer buprenorphine treatment in the
service area, research indicates that methadone treatment has advantages over
buprenorphine for patients with a high level of physical dependency. The determination of
which treatment is offered should be made on a case-by-case basis. There is no data
available to estimate the proportion of patients better served by methadone over
buprenorphine. Therefore a role exists for both treatment options in the continuum of care
for opioid addiction. Since MAT is currently not available, approving this project it does
not harm the existing buprenorphine providers - there is a place for both options.

C. 1) Discuss the availability of and accessibility to human resources required by the proposal,
including clinical leadership and adequate professional staff, as per the State of

8 hitps://lwww. fda. gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092. htm
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Tennessee licensing requirements and/or requirements of accrediting agencies, such as
the Joint Commission and Commission on Accreditation of Rehabilitation Facilities.

Response: The Applicant anticipates no difficulty in attracting and retaining appropriate
high quality staff. It will provide necessary training to ensure all staff are trained.

2) Verify that the applicant has reviewed and understands all licensing and/or certification as
required by the State of Tennessee and/or accrediting agencies such as the Joint
Commission for medical/clinical staff. These include, without limitation, regulations
concerning clinical leadership, physician supervision, quality assurance policies and
programs, utilization review policies and programs, record keeping, clinical staffing
requirements, and staff education.

Response: The applicant has reviewed and understands all licensing and/or certification
as required by the State of Tennessee and plans to be CARF accredited.

3) Discuss the applicant’s participation in the training of students in the areas of medicine,
nursing, social work, etc. (e.g., internships, residencies, etc.).

Response: Not applicable. The applicant does not participate in the training of students.

D. Identify the type of licensure and certification requirements applicable and verify the
applicant has reviewed and understands them. Discuss any additional requirements, if
applicable. Provide the name of the entity from which the applicant has received or will
receive licensure, certification, and/or accreditation.

Licensure:

Response: The facility will be licensed as a non-residential methadone facility.
Certification Type (e.g. Medicare SNF, Medicare LTAC, etc.):

Response: Not applicable.

Accreditation (i.e., Joint Commission, CARF, etc.):

Response: The Applicant will be CARF accredited.

1) If an existing institution, describe the current standing with any licensing, certifying, or
accrediting agency. Provide a copy of the current license of the facility and
accreditation designation.

Response: Not applicable.

2) For existing providers, please provide a copy of the most recent statement of
deficiencies/plan of correction and document that all deficiencies/findings have been
corrected by providing a letter from the appropriate agency.

Response: Not applicable.

3) Document and explain inspections within the last three survey cycles which have
resulted in any of the following state, federal, or accrediting body actions: suspension
of admissions, civii monetary penalties, notice of 23-day or 90-day termination
proceedings from Medicare/Medicaid/TennCare, revocation/denial of accreditation, or
other similar actions.

Response: Not applicable.

4834-6134-3079.26
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a) Discuss what measures the applicant has or will put in place to avoid similar
findings in the future.

Response: Not applicable.

E. Respond to all of the following and for such occurrences, identify, explain and provide
documentation:

1) Has any of the following:

a) Any person(s) or entity with more than 5% ownership (direct or indirect) in the

applicant (to include any entity in the chain of ownership for applicant);

b) Any entity in which any person(s) or entity with more than 5% ownership (direct

or indirect) in the applicant (to include any entity in the chain of ownership for
applicant) has an ownership interest of more than 5%; and/or

c) Any physician or other provider of health care, or administrator employed by

any entity in which any person(s) or entity with more than 5% ownership in the
applicant (to include any entity in the chain of ownership for applicant) has an
ownership interest of more than 5%.

Response: No

2) Been subjected to any of the following:

a)

b)

4834-6134-3079.26

Final Order or Judgment in a state licensure action;
Response: No

Criminal fines in cases involving a Federal or State health care offense;

Response: No

Civil monetary penalties in cases involving a Federal or State health care
offense:

Response: No

Administrative monetary penalties in cases involving a Federal or State health
care offense;

Response: No

Agreement to pay civil or administrative monetary penalties to the federal
government or any state in cases involving claims related to the provision of
health care items and services; and/or

Response: No
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f) Suspension or termination of participation in Medicare or Medicaid/TennCare

programs.

Response: No

g) Is presently subject of/to an investigation, regulatory action, or party in any civil
or criminal action of which you are aware.

Response: No

h) |s presently subject to a corporate integrity agreement.

Response: No

F. Outstanding Projects:

1) Complete the following chart by entering information for each applicable outstanding CON

by applicant or share common ownership; and

CON Number Project Name

Outstanding Projects

Date
Approved

*Annual Progress Report(s) |

Due Date |

Date Filed

Expiration
Date

*Annual Progress Reports — HSDA Rules require that an Annual Progress Report (APR) be submitted each year. The APR is
due annually until the Final Project Report (FPR) is submitted (FPR is due within 90 ninety days of the completion and/or
implementation of the project). Brief progress status updates are requested as needed. The project remains outstanding until

the FPR is received.

Response: Not applicable.

2) Provide a brief description of the current progress, and status of each applicable

outstanding CON.

Response: Not applicable.

G. Equipment Registry — For the applicant and all entities in common ownership with the

applicant.

1) Do you own, lease, operate, and/or contract with a mobile vendor for a Computed
Tomography scanner (CT), Linear Accelerator, Magnetic Resonance Imaging (MRI),

and/or Positron Emission Tomographer (PET)?

Response: Not applicable.

2) If yes, have you submitted their registration to HSDA? If you have, what was the date of

submission?

Response: Not applicable.
4834-6134-3079.26
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3) If yes, have you submitted your utilization to Health Services and Development Agency?
If you have, what was the date of submission?

Response: Not applicable.

SECTION B: QUALITY MEASURES

Please verify that the applicant will report annually using forms prescribed by the Agency
concerning continued need and appropriate quality measures as determined by the Agency
pertaining to the certificate of need, if approved.

Response: The Applicant will report quality measures and need information to the Agency if the
CON is approved.

SECTION C: STATE HEALTH PLAN QUESTIONS

T.C.A. §68-11-1625 requires the Tennessee Department of Health’s Division of Health Planning
to develop and annually update the State Health Plan (found at
http://www.tn.gov/health/topic/health-planning ). The State Health Plan guides the State in the
development of health care programs and policies and in the allocation of health care resources
in the State, including the Certificate of Need program. The 5 Principles for Achieving Better
Health are from the State Health Plan’s framework and inform the Certificate of Need program
and its standards and criteria.

Discuss how the proposed project will relate to the 5 Principles for Achieving Better Health found
in the State Health Plan.

A. The purpose of the State Health Plan is to improve the health of the people of Tennessee.

Response: The project will support this principle by ensuring all patients receive high
guality treatment and have the help that they need to leave behind the addiction that
comes with abuse of opiates as well as any associated health issues.

B. People in Tennessee should have access to health care and the conditions to achieve
optimal health.

Response: By eliminating the barrier that distance would present to certain potential
patients, the project will give current and future patients better access to addiction
treatment and a better chance at becoming opioid free.

C. Health resources in Tennessee, including health care, should be developed to address the
health of people in Tennessee while encouraging economic efficiencies.

Response: Treatment at the Applicant's proposed OTP is cost effective due to concise
staffing and management oversight of resource utilization. Additionally, through the years
of experience of the Applicant's owners, the Applicant will be able to put such expertise to
work and take advantage of processes and efficiencies discovered over the years, both of
which will enable the Applicant to spend less money and more effectively treat patients
than a less experienced Applicant.

4834-6134-3079.26
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D. People in Tennessee should have confidence that the quality of health care is continually
monitored and standards are adhered to by providers.

Response: As a provider of opioid addiction treatment services, the Applicant will be
regulated by the State and the federal government. Further, as veterans of the OTP
landscape in South Carolina and North Carolina, the Applicant's management is
well-versed in satisfying these requirements and ensuring that its facilities meet regulatory
and licensure expectations and standards. Tennesseans can be confident that services
offered at the Applicant's OTP have the backing of this experience and regulatory
oversight.

E. The state should support the development, recruitment, and retention of a sufficient and
quality health workforce.

Response: The Applicant utilizes licensed and unlicensed personnel to provide cohesive
care to patients. Additionally, the Applicant, by adding an OTP to the area, will ensure that
these services are available to the community.

4834-6134-3079.26
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PROOF OF PUBLICATION

Attach the full page of the newspaper in which the notice of intent appeared with the mast
and dateline intact or submit a publication affidavit from the newspaper that includes a
copy of the publication as proof of the publication of the letter of intent.

Response: Please see attached proof of publication in the Newport Daily Talk on July 10, 2018.

NOTIFICATION REQUIREMENTS

(Applies only to Nonresidential Substitution-Based Treatment Centers for Opiate
Addiction)

Note that T.C.A. §68-11-1607(c)(9)(A) states that “...Within ten (10) days of the filing of an
application for a nonresidential substitution-based treatment center for opiate addiction with the
agency, the applicant shall send a notice to the county mayor of the county in which the facility is
proposed to be located, the state representative and senator representing the house district and
senate district in which the facility is proposed to be located, and to the mayor of the municipality,
if the facility is proposed to be located within the corporate boundaries of a municipality, by
certified mail, return receipt requested, informing such officials that an application for a
nonresidential substitution-based treatment center for opiate addiction has been filed with the
agency by the applicant.”

Failure to provide the notifications described above within the required statutory timeframe will
result in the voiding of the CON application.

Please provide documentation of these notifications.

Response: The Applicant plans to provide these required notices within the time period required
and will provide evidence of same to the HSDA upon such notification.

DEVELOPMENT SCHEDULE

T.C.A. §68-11-1609(c) provides that a Certificate of Need is valid for a period not to exceed
three (3) years (for hospital projects) or two (2) years (for all other projects) from the date
of its issuance and after such time shall expire; provided, that the Agency may, in granting
the Certificate of Need, allow longer periods of validity for Certificates of Need for good
cause shown. Subsequent to granting the Certificate of Need, the Agency may extend a
Certificate of Need for a period upon application and good cause shown, accompanied by
a non-refundable reasonable filing fee, as prescribed by rule. A Certificate of Need which
has been extended shall expire at the end of the extended time period. The decision
whether to grant such an extension is within the sole discretion of the Agency, and is not
subject to review, reconsideration, or appeal.

1. Complete the Project Completion Forecast Chart on the next page. If the project will be
completed in multiple phases, please identify the anticipated completion date for each
phase.

2. If the response to the preceding question indicates that the applicant does not
anticipate completing the project within the period of validity as defined in the

4834-6134-3079.26
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preceding paragraph, please state below any request for an extended schedule and
document the “good cause” for such an extension.

4834-6134-3079.26
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PROJECT COMPLETION FORECAST CHART

Assuming the Certificate of Need (CON) approval becomes the final HSDA action on the
date listed in Item 1. below, indicate the number of days from the HSDA decision date to

each phase of the completion forecast.

Anticipated Date

| Phase [Month/Year]
1. Initial HSDA decision date 10/2018
2. Architectural and engineering contract signed 7 11/2018
3. Construction documents approved by the Tennessee
Department of Health 21 11/2018
4. Construction contract signed 21 11/2018
5. Building permit secured 30 11/2018
6. Site preparation completed 30 11/2018
7. Building construction commenced 30 11/2018
8. Construction 40% complete 60 12/2018
9. Construction 80% complete 88 1/2019
10. Construction 100% complete (approved for occupancy 102 2/2019
11. *Issuance of License 130 3/2019
12. *Issuance of Service 130 3/2019
13. Final Architectural Certification of Payment 160 4/2019
14. Final Project Report Form submitted (Form HR0055) 160 4/2019

*For projects that DO NOT involve construction or renovation, complete Items 11 & 12

only.

NOTE: If litigation occurs, the completion forecast will be adjusted at the time of the
final determination to reflect the actual issue date

4834-6134-3079.26
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Attachment A, Executive Summary, Need-B-1

Potential Areas for Addressing Service Gaps
for Opioid Treatment

4844-7922-9549.1
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Attachment A-4A

Organizational Documents
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NEW HOPE TREATMENT CENTER OF TENNESSEE, LLC

MEMBERS
ow =

Sl OWNERSHIP
Joy Bailley 5
Pam Whitmire ‘ 10
Dr, Richard Sherman \ 35
Stephen Lloyd J 35
Yoni Mizrahi ] 10
Amy Shroyer ‘ B
TOTAL | 100%
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Division of Business Services
Department of State

State of Tennessee
312 Rosa L. Parks AVE, 6th FL
Nashville, TN 37243-1102

Tre Hargett
Secretary of State

New Hope Treatment Center of Tennessee, LLC July 12, 2018
STE A3

1200 WOODRUFF RD

GREENVILLE, SC 28607-5732

Filing Acknowledgment
Please review the filing information below and notify our office immediately of any discrepancies.

SOS Control #: 000973882 Formation Locale: SOUTH CAROLINA
Filing Type: Limited Liability Company - Foreign Date Formed: 09/14/2015
Filing Date: 07/12/2018 3:40 PM Fiscal Year Close: 12
Status: Active Annual Report Due; 04/01/2019
Duration Term: Perpetual Image # ; B0538-8473
Managed By: Manager Managed

” Document Receipt
Receipt #: 004187319 Filing Fee: $300.00
Payment-Check/MO - WALLER LANSDEN DORTCH & DAVIS LLP, NASHVILLE, TN $300.00
Registered Agent Address: Principal Address:
C T CORPORATION SYSTEM STE A3
300 MONTVUE RD 1200 WOODRUFF RD
KNOXVILLE, TN 37919-5546 GREENVILLE, SC 29607-5732

Congratulations on the successful filing of your Application for Certificate of Authority for New Hope Treatment
Center of Tennessee, LLC in the State of Tennessee which is effective on the date shown above. Please visit the
Tennessee Department of Revenue website (apps.tn.gov/bizreg) to determine your online tax registration
requirements. If you need to obtain a Certificate of Existence for this entity, you can request, pay for, and receive it
from our website.

You must file an Annual Report with this office on or before the Annual Report Due Date noted above and maintain a
Registered Office and Registered Agent. Failure to do so will subject the business to Administrative

Dissolution/Revocation.

Tre Hargett
Processed By: Jeff Cook Secretary of State

Phone (615) 741-2286 * Fax (615) 741-7310 * Website: http://tnbear.tn.gov/



APPLICATION FOR CERTI FICATE OF AUTHORITY . .
" LIMITED LIABILITY COMPANY ey sugo1ar2

For Offlce Use Only
Business Services Division
Tre Hargett, Secretary of State
State of Tennessee

312 Rosa L. Perks AVE, 6th Fl,
Nashville, TN 37243-1102
(615) 741-2286

=7

Filing Fee: $50.00 per member P
(minimum fee = $300, maximum fee = $3,000)

.

Sl

LR gl S

To The Secretary of the State of Tennessos:
Pursuant to the provisfons of T.C.A. §48-245-804 of the Tennessee Revised Limited Liabifity Company Act, the undersigned hereby
applies for a certificate of authority to transact business in the State of Tennessee, and for that purpose sets forth:

1. The name of the Limited Liabllity Company Is: New Hope Treatment Center of Tennessee, LLC

It different, the name under which the cerfificate of authorlty Is to be obtalned [s:

NOTE: The Secretary of State of the State of Tennessee may not Issue a certificate of authority to a forelgn Limited Liability Company
if its name does not comply with the requirements of T.C.A. §48-249-106 of the Tennessee Revised Limited Liability Company Act. [f
obtaining a certificate of authority under an assumed Limited Liabllity Company name, an application must be filed pursuant to T.C.A.
§48-249-106(d).

2. The state or country under whose law it is formed is: South Carolina
09 ,14 2015
Month Day Your

and the date of its formation is;

and the date it commenced doing business in Tennessee is: 07 13 2018
Month Day Year

NOTE: Additional filing fees and proof of tax clearance confirming good standing may apply if the Limited Liability Company
commenced doing business In Tennessee prior to the approval of this application. See T.C.A. §48-249-913(d) and T.C.A.
§48-249-905(c)

3. This company has the additional designation of:

4. The name and complete address of its registered agent and office located in the state of Tennessee |s:
Name:; C T Corporation System

Address: 300 Montvue Rd
City: Knoxville

State; TN Zip Code: 37919-5546

County: Knox

5. Fiscal Year Close Month; December

8. If the document Is not to be effactive upon filing by the Secretary of State, the delayed effective date and time [s: (Not to excead 90 days)

Effective Date: / 2 Time:
Month  Desy Yeor

7.The LLCwilibe:  [[] Member Managed [X]Manager Managed []Director Managed []Board Managed [[Jother

8. Number of Members at the date of filing: 6

9. Period of Duratlon: Perpetual [ other I !

Month Day Year

10. The complete address of its principal executive office Is:
Address: 1200 Woodruff Road, Suite A3

State: South Carolina

City: Creenville

Zip Code: 29607

Rev. 10/12
TNOGS - 17252018 Wolters Kluwer Online

RDA 2458
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:'APPLICATION FOR CERTIFICATE OF AUTHORITY .
E "LIMITED LIABILITY COMPANY (29 " Pagezone

For Office Use Only
Business Services Division
Tre Hargett, Secretary of State
State of Tennessee
312 Rosa L. Parks AVE, 6th FL
Nashville, TN 37243-1102
(615) 741-2286

Filing Fee: $50.00 per member
(minimum fee = $300, maximum fee = $3,000)

The name of the Limited Liability Company Is: New Hope Treatment Center of Tennessee, LLC

11, The complete mailing address of the entity {If different from the principal office) Is:
Address:

City: State: Zip Code:

12, Non-Profit LLC (required only If the Additional Designation of “Non-Profit LLC" is entered in section 3.)
[ 1 certify that this entily is & Non-Profit LLC whose sole member is a nonprofit corporation, foreign or domestic, incorporated
under or subject to the provislons of the Tennessee Nonprofit Corporation Act and who Is exempt from franchise and excise
tax as not-for-profit as defined in T.C.A. §67-4-2004. The business is disregarded as an entity for federal income tax purposes.

13. Professional LLC (required only if the Additional Designation of “Professionat LLC" is entered in section 3)
[ | certify that this PLLC has one or more qualified persons as members and no disqualified persons as members or holders.
3 | certify that this entity meets the requirement of T.C.A. §48-249-1123(b)(3)

Licensed Profession:

14, Series LLC (required only if the Additional Designation of “Series LLC" is entered in section 3.)
O 1 certify that this entity meets the requirements of T.C.A. §48-249-309(i)

If the provisions of T.C.A., §48-249-309(j) (relating to foreign series LLCs) apply, then the information required by that section
should be attached s part of this document,

15. Obligated Member Entlty (list of obligated members and signatures must be attached)

[ This entity will be registered as an Obligated Member Entity (OME)  Effective Date: I y
Month Day Yoar
(11 understand that by statute: THE EXECUTION AND FILING OF THIS DOCUMENT WILL CAUSE THE MEMBER(S) TO BE
PERSONALLY LIABLE FOR THE DEBTS, OBLIGATIONS AND LIABILITIES FOR THE LIMITED LIABILITY COMPANY TO
THE SAME EXTENT AS A GENERAL PARTNER OF A GENERAL PARTNERSHIP, CONSULT AN ATTORNEY.

16. Other Provislions:

i 2 L= 7
—
/-/ pz "/ 5) _W&——\
Signature Date Signature ]
Manager Richard L. Sherman
Signer's Capacity (if other than individual capacity) Name (printed or typed)
Rev. 10712 RDA 2458
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I, Mark Hammond, Secretary of State of South Carolina Hereby Certify that:
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NEW HOPE TREATMENT CENTER OF TENNESSEE, LLC,
a limited liability company duly organized under the laws of the State of South
Carolina on September 14th, 2015, with a duration that is until 12/31/2114, has as of
this date filed all reports due this office, paid all fees, taxes and penalties owed to the
State, that the Secretary of State has not mailed notice to the company that it is
subject to being dissolved by administrative action pursuant to S.C. Code Ann, 33-44-
809, and that the company has not filed articles of termination as of the date hereof.
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Given under my Hand and the Great Seal
of the State of Soutft Carolina this 12th day
of July, 2018.
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Office of Secretary of State Mark Hammond

Certificate of Existence

{, Mark Hammond, Secratary of State of South Carolina, Hereby Certify that;

NEW HOPE TREATMENT CENTER OF TENNESSEE, LLC, a limited Ilablhty

company duly orgamzed under the laws of the State of South Careolina an

September 14th, 2015, with a duration that is until December 31st, 2114, has as
of this date filed all reports due: this office; paid-all fees, taxes and penalties owed
to the State, that the Secretary of State has not malled riotice to the company
that it is sub}ect to being dissolved by administrative action: pursuant ta S:C.
Code Ann. 33-44-809, and that the company has not filed: articles of termination

as of the date hereof
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Given under my Hand and the Great:
Seal of the State of South ICaroIin'a this
16th day of September, _2-01 5.
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n . . ABT&‘;. P,' rfaf et AND COj A
STATE OF SOUTH CAROLINA G o OO T 7Y
SECRETARY OF STATE THIS QFFCE
'ARTICLES OF ORGANIZATION SEP 1 4 2015
Limited Liability Company '—‘jDomestic
Filing Fee - $110.00.
TYPE OR PRINT CLEARLY TN BLACK INK - CRETAZF;% OF& TATE OF SOUTH GAmaTimn

The undersigned delivers the following artxcles of organization to form & South Carolina limited liability
ccmpany pursuant to 8,C. Code of Laws § 33-44-202 and § 33- 44 203.

'I'

2.

The name of the .mutcd liability company is New Hope Treatment Ceriter of Tennessee, LLC
The address of the initialﬁ designated office of the Limited Liability Company in Sonth Carolind is.

1200 Woodruff Road, Stite A3
Greenville, SC 29607,

Ths initial agent for service of Process is R:chard L. Sherman and the street address in Somh Carohna for
this initial agent for service of ‘process is

1200 Wo_odruﬁ' Road, Suite A3
Greenville, SC 29607

List the names and addresses of each organizer. Orly one organizer is tequired, but you may have more
than one. ‘ ' ' '

'Richard L. Sherman
' 1200 Woodruff Road, Suite A3
Greenville, SC 29607 '

X Check this box only if the company is to be a term company.’ If the company isa term ‘company,
. provide theterm specified: From the date these axticles are filed with the South Carolina
‘Secretary of Staté until December 31,2114,

X Check this box only if management of the hmxtcd habxhty company is vested in & manager or
mansgers. Ifthis company is to be managed by managers, specify the name and address of each

_ initial menager.-

Richard L. Sherman
1200 Woodruff Road, Sujte A3
-_Greenv:!le, SC 29607

O Check this box o _Lly if one ormore of the members of the company are'to be Jable fot its debts
' and obligations unider § 33-44-303(c). If one or more members are 0 liable; specify which
members, and for which debts, obligations or liabilities such- members are liable in their capacity
as members. Tlus provision is optional and doesnot have to be completed

Unless a delayed effective date is'specified, these articles will be effective when endorsed for filing by the

Secretary of State. Specify any delayed effective date and time:

150815-0094 FILED 09/14/2015
NEW HOPE TREATMENT CENTER or T ENNEssEE LLC

iﬂﬂ IIMI i IHIHIIIIHIIIHHIIIIIIHIHIII

relina Secraiary of State
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Any other provisionsnot inconsistent with law which the organizcrs determine to include, including any
pravisions that aré required or aré permitted to be set forth in the limited liability company operating
agreement'may be included on & separate attachment, Please make reference to this section if you include &
separate attachment,

Except as otherwise speécifically provided in the limited liability company’s ¢perating agreement,
all Mnnagers muast sigh and deliver any instrament transferrmg or affecting the limited liabillty
company’s interest in real propérty.

Richard L Shcrman

Filing Checklist

Two completed copies of this form must be submitted for filing, ‘

$110.00 made payable to the' South Carolina Secretacy of State

Self-nddressed, staruped return envelope

Make sure the orgenizer has signed the form. Only one organizer s required, but you 'may have moge
then one, If you have more than.one organizer, every organizer listed on the form must sign, -The
orgenizer is the individual who completes the documents and delivers them for filing ta the. Scorctary
of State. The organizer may be an owner of the entity, but he or she does not have to be. The organizer
may simply be an individudl who assists in the formation of the LLC without having any involvement

% W & m ox A I N R =

with subsequent ownership or-operational functions:
Return-all docunents to: South Carolina Secratary of State’s Office
Attn! Corporate Filings
1205 Pendleton Street, Suite 525
Columbia, 8:C. 29201

SPECIAL NOTE

Reglstcriug your limited. hablhty company hame does not, in-and of itself, provide an exclusive right to vse.
this name on or in connection with any praduct or service. Use of a name as a trademark or service matk
requires further clearance and registration and may be affected by prior use of the mark. For more
information, contact the 'I‘ladcmarks Division of the Secretary of State’s Office.




Attachment A-6A
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Option to Purchase
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OPTION TO LEASE AGREEMENT

THIS OPTION TO LEASE AGREEMENT (the “Agreement”) is made and entered ifito as
of this 11% of July 2018, by and between New Outlook, LLC: (“Lardlord”) and New Hope
Treatment Center of Tennessee, LLC, a South Carolina limited lability company (“Tenant™).

WITNESSETH

WHEREAS,; Landlord owns a building located at 135 Fox and Hound ‘Way, Newport
Tennessee 37821, Cocke: County (the “Property™); and

WHEREAS, Landlord desires to enter into an option with Tenant whereby Landlord grants:
to Tenant- the option to lease approximately 5,600 square fcet of the Property (the “Leased
Premises”), which option must be exercised as set forth below,

NOW, THEREFORE, for $10. cash in hand paid and in consideration of the mutual
promises set forth herein and other valuable consideration, the receipt and sufficiency of which are
hereby acknowledged, the parties hereto hereby agree as followys:

SECTION 1
GRANT OF OPTION

1.1 Landlord hereby grants te Tenant an éxclusive option to lease the'Leased Prémises,
upon the:terms and conditions set forth herein (the “Option™).

1.2 The term of Tenant’s Option shall conimence on 15 of December 2018 and shall
continue for a period-of thirty-six (36) months from the date-heredf (the “Option Period”). The
‘Option Period may be extended at any time prior to its expiration upon the mutual consent of the
parties.

1.3 Tenant shall exercise its Option by delivering written notice to Landlord within the
Option Period by Registered or Certified Mail, or in person.

1.4  Notwithstanding the foregoing, the Option shall automatically terminate if Tenant is
notsuccessful in obtaining a Certificate of Need to locate a non-residential methadone/substitutign-
based treatment center at the Leased Premises, from the State of Tenniessee Health Services and
Development Agency, on or before October 24, 20 18, and provided the Agency’s decision cannot be
overturned on. appeal.

AR33-4951-0253,1



SECTION 2
TERMS AND CONDITIONS OF THE LEASE
2.1 Upon the exércise of the Option by Tenant as set forth herein; the parties agree to
execute a formal lease agreement, subject to any terms and conditions contained in this Agreement
and as mutually agreed upon by the parties. The patties expect that rent shall reflect the fair market
value of the propeity and shall be approximately $5 per square foot $2300 per month, depending on
the cost of improvements and the focation in the building.

2.2 The initial term of Tenant's lease of the Leased Premises shall be for a period of
thirty-six (36) months (the “Term™).
SECTION3
MISCELLANEOUS PROVISIONS

3.1  Anynoticesrequired or permitted herein shall be addressed as follows and delivered
to the other party by either registered or certified mail, facsimile, or in person:

If to:Landlord:
New Outlook; LLC
1200 Woodruif Rd. Suite A3
Greenville, SC 29607
If to Tenant:
New Hope Treatment Center of Tennessee, LLC

1200 Woodruff Rd. Suite A3
Greenville, SC 29607

[Signature Page . Follows on Next Page]

4833.4931-0253:1




IN'WITNESS WHEREOQF, the partics hereto have caused this Agreement to be exe¢uted by
such party, as.of the date first above wiitten.

LANDLORD:
New Outlook, LLC

By:. % W %Mq,’DO

Name: __“7/( (/60 C/? herman._.

TENANT:
New Hope Treatment Center of Tennessee, LLC

Name%(% Joy. 'Z/Lt(’ IVQ{!

Tltle

4833-4951-0253.1
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COMMERCIAL LEASE TO PURCHASE

(To be used pursuant to a Commercial Lease Agreement, Single Tenarit)

1 Forand:in consideration of the mutnal covenants set forth tierein and other good and valuable considetation, the feceéipt and
2 sufficiency-of which is hereby acknowledged, NEW HOPE TREATMENT CENTER
3 (herein afterreferred to as “Buyer/Tenant”) hereby agrees to purchasé from
4 _ TIM MCMASTER & JTpueyr afe MAst ca  (herein afterreferred to as “Scller,-‘ Landlord™) all
5  thattract of land known as: 135 FOX AND HOUNDS WAY (Address)
6 NEWBORT (City), Tennessee, __37821 _(Zip), as recorded in ___COCKE __ County Register of Deeds Qffice,
7 13446 deed book(s) 483 page(s), and/or instrument no.. and forther deseribed as:
8 TAX MAP 046, PARCEL 058,00 together with all fixtures, landscaping, improvements, and appurtenances, all being
9 hereinafter coliectively referred to as the “Property”, as more particularly described in Exhibit “A” or if Exhibit “A” is not
10 attached a¢is recorded with the Register of Deeds of the county in which the Property is located and is made a part of this
19 Commiercial Lease to Purchase Agreement (or “Agreement™) by reference, This Agreement is pursuant to-the Lease
12 Agreement between the:above referericed parties dated SEE SPEC STIPS (“Lease Agreement™),
13 1.Closing Date. This transaction shall bé consummated at the office of
T4 TITLE COMPANY (TO BE DETERMINED) on Octobex 12th, 2028, (the “Closing
18- Date™) or at such-other time and place(s) the parties may agree upon in writing.
16 2. Purchase Price. The total Purchas¢ Price for the Property pursuant to.this Agreetnient is one Hundred Ninety-Mine THousand
17 U.S. Dollars, (8.199,000. 00 ). Buyer/Tenant hereafler.agrees to pay as Base Rent to Seller/Landlord beginning
18 SEE' SPEC STIPS _and continuing on the same day of each succeeding month as Base Rent is due and payable under the
19 terms of the Lease Agrecment the amount of payable in equal montlily installments of
20 % with'$ being applied toward the balance 6f the Purchase Price and the rethaining balance of
21 will be due and payable at Closing. Any rent payments made prior the execution of this Agreement
22  arenot applied toward the reduction of the Purchase Price.
23 3. Obligations at Closing. At Closing, Seller/Landlord shall deliver to Buyér/ Tenznt;
24 {a):- A Closing Statenient;
25 (b) Deed (mark the appropriate deed below):
26. ¥ Geperal Warranty Deed
27 o Speeial Warranty Deed
28 g Other:
29 {c) All documents which Sclle*.’[,andlord must execute under the terms of this Agreement to cause the Title Company to
30 deliver to Buyer/ Tenant the Title Policy including, without limitation, a title affidavit from Seller/Landlord to
31 Buyer/Tenant and to the Title Company in 'the form customarily used in Tennesseé commercial tea] estate transactions
32 s0-as 10 enable the Title Compaily to issii¢ Buyet/Tenant the Title Policy with all'standard exceptions deleted and
33 subject only to Permitted exceptions; and
34 (d) Evidence reasonably. satisfactory to-Buyer/Tenant at Closing of all documents/ items indicated in Exhibit “C”, if any
35 (all documents to be delivered by Seller/Landlord under this paragraph, including all documents/items indicated in
36 Exhibit “C" are collectively “Seller’s Closing Docurients™):

37 4. Conditions t¢ Closing,
38 * BUYER AND SELLER WILL PAY THEIR OWN PROSPECTIVE CLOSING COSTS

e WHEN OR IF SUBJECT DEAL CLOSES.

41

42

43 5:Title Search. Buyer/Tenant acknowledges that he has been advised that he should obtain 2 thorough and complete title

44 examination of the Property and that he has:

45 o chosen not obtain 2 title search, or

46 % chosen to obtain a'tille search

47 and that he takes same subject'to all deeds of trust, easements and encumbrances of record against the Property.
This farm Is copyrightsd and may only be used in real ostale b tiang in'which Burlin Allen ) fs Involved an a_TAR authorized user,
Unauthorized use of the form may resull in legal aanclions being Brought againat the user and should be roporad 1o the Tenr Associatian of Realtos® at (15) 3211477,
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48 6. Costs.

49 A. Seller/Landiord’s Costs. Seller/Landlord shall pay all existing loans and/or liens affecting the Property; the cost of
50 recording any title curative documents, mcludmg iwithout limitation. satisfactions of dccds to secure debt, qultclalm
51 deeds and fiharicing statement termination; any adcrued:and/or outstandmg assoriation dues or fees; fee (it any) to
52 obtain lten payoffiestoppe! letters/statement of accounts from any end all “associations, propeérty rhanagenient
53 companies; mortgage holders or other liens dffecting the: Property; all deed rccnrdmg fees; the fees of
54 Seller/Landlord’s.counsel and, if checked, @ all transfer taxes, otherwise Buyer/Tenant is responsible for transfer
55 taxes.
56 In the event Seller/Landlord is subject to Tax Withholding as required by thé Foreign Investment in Real
57 Property Tax Act, (hereiniafter “FIRPTA"), Seller/Landlord additionally agrees that such Tax Withholding
58 must be collected from Seller/Landlord by Buyer/Tenant’s Closing Agent at the tinie of Closing. In the event
59 Seller/Landlord is -not subject to FIRPTA, Seller/Landlord ‘sha!] be required as a condition of Closing to sign
60 appropriate affidavits certifying that Seller/Landlord is not subject-to FIRPTA., Itis Seller/Landiord’s responsibifity
61 to seek independent tax advice or counsel prior to-the Closing Date regarding such lax matters.
82 B. .Buyer/Tenant’s Costs. ‘Buyer/Tenant shall pay the cost of Buyer/Tenant’s counsel and consultants: any costs- in
63 ‘connection with Buyer/Tenant’s inspection of the: Property and any costs associated with obtaining financing for the
64 acquisition of the Property (including any intangibles tax. all deed recording fees and the cost of recording
65 Buyer/Tenant's loan documents.)
66 €. Additional Costs. In addition to the costs identified above, the following ¢oits shall be paid by the partics hereto as
67 ‘indicated below:
68 Iteni fo be Paid Paid by Seller/Landlord Paid by Buyer/Tenant
68 Suivey o 4 a
70 Title Examination o X
7 Premium for Standard Owner’s
72 Title Insurance Policy m] ) 4
73 Other: ALL INSPECTIONS £ X
74 Other; ul In)
75 Other: ' o fa)
76 7. Taxes and Prorations. Real estate taxes on the Property for the calendar year in which the Closing iakes place shall be.
77 prorated as of 12:01 a.m. local time.on the Closing Date. In addition, the following items shall also be prorated as of
78 12:01 a.m. local time on the; Closing Date fSelect onlv those that apply 1o this transdction; the iters not checked do nét
79 applv to this.Agreement]:
80 g Utilities D Service Contracts 0 Tenant Improvement-Costs o Renls,
81 o Leasing Commissions o Other
82 o Qther o Other
83 8. Répresentations and Warranties.
84 A. Seller/Landlord’s Representations and Warranties. As of the Binding Agreement Daté and the Closing Date;
85 Seller/Landlord represents.and warrants to Buyer/Tenant that Seller/Landlord has the right, power, and autharity to
86 enter into this Agreement and to convey the Property in accordance with the terms and conditions of this Agreement.
87 The persons executing this Agreement on behalf of Seller/Landlord have been duly and validly authorized by
88 Seller/Landlord to execute and deliver this Agreement and shall bave the right, power, and authority to enter into
B9 this Agreement and to bind Seller/Landlord. Seller/Landlord also makes the ‘additional representations and
90 warranties to Buyer/Tedant, if any, as indicated on Exhibit “D”.
el B. Buyer/Tcenant’s Representations and Warranties., As of the Binding Agreement Date and the Closing Date,
92 Buyer/Tenant represents and warrants to' Seller/Landlord that Buyer/Tenant bas the right, power, and authority to
93 eénter into this Apreement and to. consummate the transaction contemplated by the-terms and conditions of ‘thig
94 Agreement, The persons executing this Agreement on behalf: of Buyer/Tenant have been duly and validly
95 authorized by Buyer/Tenant to execute and deliver this Agreement and:shall have the right, power, and authority to
o8 enler into this Agreement and bind Buyer/Tenant. Upon Seller/Landlord’s request, Buyer/Tenant shall furnish such
97 documentation evidencing signor's authority to bind Buyer/Tenant,
a8 9. Agency and Brokerage.
99 A. Agency.
100 (1) In this Agreement, the term *Broker”™ shall mean a {icensed Tennessee real estate broker or brokerage fim and,
i
-ll.-ll.f: :&Tmfm:‘:ﬁg fur::i“r?::;:glzu?ﬁ: ls:nda:l mluma fa?:: :g;n;z‘:gth alg::;ﬁhe user-and shi%iii;lﬂeﬁ #Pe‘ll‘:nn ESSes. Amgargnv:t?;::!;;?i&gr §?§§? l‘;:?'?
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101 where the context would indicate, the Broker's affiliated licensees. No Broker in this ttansdction shall bwe any

102 dity to Buyer/Tenant or Seller/Landiord greater that: what is set forth in their brokerage engagements, the
103 Tennessee Real Estate Broker License Act of 1973, as améendéd, and the Tennessee Real Egtate Commission
104 fules and regulations.
105 (2) A Designated Agent is one who has been assigned by his/her Manag-mg Broker and is working as an agent for
106 the Seller/Landlord or Buyer/Tenant in a prospective transaction, to the exclusion of ‘all’ other licénsees. in
107 his/her company
108 {3) An Agent for the Seller/Landlord or Buyer/T enant ‘is a ‘type of agency in which the licensee's company is
109 working as an agent for the Seller/Landlord or Buyet/Tenant and owes primary loyalty to that Seller/Landlord
110 or Buyer/Tenant,
111 {(4) A Facilitator relatmnsmp occurs when the licensee is not working as an agent for either party in this consumer’s,
112 prospective transaction, A Facihtator may advise either or both of the parties to a transaction but-cannot be
113 considered a representative or-advocate for sither party. “Transaction Broker” may be used synonymous]y
114 with, or in lieu of, “Facilitator™ as used in any disclosures, forms or agreements. [By law, any licensee of
115 company who hds not entered into a written agency agreement with either party in the transaction is considered
116 a Facilitator or Transaction Broker until such time as an agency agreement is established.]
117 (5y A dual agency situation arises when an agent (in the case of designated agency) or a real estate firm (wherem
118 the entire real estate firm represents the client) represents. both the Buyer/Tenant and Seller/Landlord.
118 (&) 1If one of the part:es is not represented by a Broker, that party is solely responsible for their own interests, and
120 that Broker's role is limited to performing ministerial-acts for the unrepresented party.
121 B.. Agcncy Disclosure: _ o
122 (1) The Broker, if any, working with the Seller/Landlord is identified on the sigriature page as the “Listing
123 Company"; and said Broker is. (Select One. The items not selected are not part of this Agreement):
124 o the Designated Agent for the Seller/Landlord,
125 O the agent for the Sellér/Landlord,
126 ¥  aPFacilitator for the Seller/Landiord, OR.
127 0 adual agent.
128 (2) The Broker, if any, working: with the Buyer/Tenant is identified on the signature page ‘as the “Selling-
129 Company”, and said Broker is (Seléct One. The itéms not selected are not part of this Aigreement);
130 o the Designated Agent for the Buyer/Tenant,
131 o theagent for the Buyer/Tenant,
132 ¥ -4 Facilitator for the Buyer/Tenaint, OR
133 o adual Bgent.
134 (3) Dual Agency Disclosure. [Applicable -only if dual agency has been selected above] Seller/Landiord and
135 Buyer/Tenant are aware that Broker is acting as a dual agent in this transaction and consent to.the same,
136 Seller/Landlord and Buyer/'l‘ena.nt have been-advised that:
137 1.. In serving as a dval dgent the Broker is representmg two clients whose interesis are, or at times could be,
138 different or even adverse.
139 2. The Broker will disclose all adverse, material facts relevant to the transaction, and actually known to the
140 dual ‘agent, to all partics in the transaction except for :nfomanon made confi dential by request or
147 instructions from another client which is'not otherwise required to be disclosed by law..
142 3. The Buyer/Tenant and Seiler/Landlord do not have to consent to:duaj agency, and
143 4, The consent of the Buyer/Tenant and Séller/Landloid to dual agency has beén givenl voluntarily and.: the
144 parties have read and understand their brokérage engagement agreements.
145 5. Notwithstanding any provision to the contrary contdined herein; Seller/Langdlord and Buyer/Tépant €ach
146 hereby direct Broker if acting as a dudl agent, to keep confi demual and not reveal to the other party any.
147 information ‘which. could materially -and adversely affect their negctiating position unless otherwise
148 prohibited by law.
149 (4) Material Relationship Disclosure. [Required with dual Agency] The Broker and/or affiliated licensees have
| psta in which . Burlin Allen ._.lsnvolved &s a TAR authorized user.
Er:l:um':zliﬁfg g?:ig f:r?nmmazyﬂgull}ﬁ: alggda:r;s;%?‘lgnsns!;etr:; E?ggggtssgalns? the Userand should be reporied to the Tennessee Assoglation of Roaors” al (61 5y 3211477,
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160 no material relationship with either client except 45 follows: A

151 material relationship means one of & personal, familial or business nature between the Brokér and aff' liate
152 licensees-and a client which would imp «a?hmr abiligy to exercise fair judgment relative to:anothier client.
153 Sellet/Landlord Initials ">/ Buyer/Tenant Initials
154 C. Brokerage. Seller/Landlord agrees to pay Listing Brokér at Closing the compensation gpecified by séparate
155 agreement. The Listing Broker will direct the closing agency/attorney to pay' the ‘Selling Broker, from the
156 commission received; an amdunt, if any, in accordance with the' terms. and provisions. specified by séparate
187 agreement. The parties agree and acknowledge that the Brokers involved in this transaction miay receive
158 compensation from more than one party. All'parties to this Agreement agrée and ackiiowledge that any real estate
159 firm involved in this transaction shall be deemed a third party beneficiary only, for. the purposes of enforeing their
160 commission rights, and as such, shall have the right (0 maintain ‘an action on this. Agreement for any and all
161 compensations due and any reasonable-attorney’s fees and court costs.
162 10. Disclaimer. It is understood and agreed that the real estate firms and real estaté licenses(s) representing or assistirig
163 Seller/Landlord or Buyer/Tenarit and their ‘brokers (collectively referred to as “Brokers”) are not parties fo this
164 Agreement and do not have or assume liability for the performance or nonperformance of Seller/Landlord or
165 Buyer/Tenant. Buyer/Tenant and Seller/Landlord agree that Brokers shall tiot.be responsibie for any of the following,
166 inctuding but.not limited to; those miatters which could have been revéaled through a survey, title search or inspection of
187 the Property; the insurability of the Property or cost to insure the Property: for the condition of the Property, any portion
168 thereof, or any item therein; for any geological ‘issues present on the Property; for any issues arising out of
169 Buyer/Tenant's failure to physmally inspeet the Property prior o entering into this Agreement and/or Closing; for
170 building products and constriction techmques, for the necessity or cost of any repairs to the Property; for hazardous or
171 toxic materials; for the tax.orf legal conseqtiences of this tizhsactions for the availability, capability, and/or cost of utility,
172 sewer, septic, or community amenities;. for proposed or pending condemnation sctions. involving the Property; for
173 applicable boundaries of school districts or other school information; for the: appraised or future valoe of the Property;
174 for any Londluon(s) existing.off the Property which may affect the Property; for the terms, conditions and availebility of
175 financing; and for the uses and. zoning of the Property whether permitted or proposed. Buyer/Tenant and Seller/Landlord
176 acknowledge that Brokers are not experts with respect to the above matters and that they have not relied upon any
177 advice, tepresentations or statements of Brokers (incliding their fimms and affiliated licensées) and waive and shall niot
178 assert any claims against Brokers (mcmdmg their firms and affiliated licensees) involving same. Buyer/Tenant and
179 Seller/Landlord understand that it has been strongly recommended that if any of these or any other matters concerning
180 the Property are of concem to them, that they secure the services of appropriately credentialed experts-and professionals
181 of Buyer/Tenant’s or Seller/Landlord's choice for the independent expert advice and counsel relative thereto.
182  11. Other Provisions.
183 A. ‘Exhibits, Binding Effect, Entire Agreement, Modificationi, Assignmient, and Binding Agreement:Date. This
184 Agreement shall be for the benefit of, and be binding upon, the parties hergto, their heirs, successors, legal
185 -represema*ives and assigns. No modification of this Agreoment shall be binding unless signed by all parties or
186 assigns to- this Agreemcnt No representation, promise, or inducement not. included in this Agreement shall be
187 binding upon any party hereto. Any assignee shall fulfill all the terms and conditions of this Agreement. 1t is hereby
188 agreed by both Buyer/Tenant and Seller/Landlord that any real estate agent workmg with or representing either party
188 shall not hiave the authority 6 bind the Buyer/Tenant, Sellér/Landlord. or any assighee to'any coniractual agi€ement
180 unless specifically authorized in writing within this Agreement. The parties hereby authorize either licensee to
191 insert the time and date of the receipt of notice of acceptance of the final offer and further agree to be: bound- by such
192 as the Blndmg Agreement Date following the signatory seotion of this Agreement, or-Counter Offer, if applicable.
183 B. Survival Clause, Any provision heréin contained, which by ils nature and cffect, is tequired to be performed afier
194 Closing shall survive the Closing and delivery of the deed and ghall remain binding: upon the parties to this
195 Agreement and sha]l be fuIly cnf’orceablc thereafter. Notwithstanding the above, the representations and warrantles
196 made in Exhibit “D shall survive the Closing for a period of days.after the date of Closing,
197 C. Governing Law and Venue. This. Agrccmcnt {s intended as a contract for the purchase and sale of real property
188 and shall be interpreted in accordance with the laws and in the courts of the State of Tennessee.
189 D. Time of Essence. Time is of the essence in this Agreement.
200 E. Terminology. As the context may require in this Agreement: (1) the singular shall'meari: thie plural and vice versa;
201 .(2) all.pronouns shall mean and include the person, entity, firm, or corporation to which they relaté; (3) the feminine
202 shall mean the masculine and yice versa; and (4)-the term day(s) used 1hroughout this Agreement shall be deemed to
203 ‘be calendar day(s) ending at 11:59 p.m. local time unless otherwise specified in this Agreement, Local time-is to be
204 determined by the location of the Property. All references to time zre deemied to be local time: Ia the event 4
8 A1l
E:I:: mﬁﬁiﬁlgﬂﬁg ?o“:nmma:yur:gu?tal r:I ?: allﬂs::\:gt:)ﬁ:l:aﬁ; ﬁggﬂ?;w:;ﬁm user and sh?:[v:lx;:g.r:p? rted to rhfgnngsm Assmi:?;{l‘;: l;??!::l:a.rik:la(lg?%? t‘:i;r?
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205 performance deadline, other than-the Closing Date and Offer Expiration Date, occur§ on a Saturday, Sinday or,

206 legal holiday, thé performance deadline shall be: extended to the next followihg business day. Holidays as used
207 heréin are those days deemied federal holidays pursuant to 5 U.8.C. § 6103 Tn calculating any time period under
208 thig Agréement; the comimencement day shall be the day following the initial date, {e.5. Bmdmg Agreement Date),
208 T. Respou51b111ty to cooperate. Buyer/Tenant and Seller/Landlord agree to-timely take such actions and produce.
210: execuite, and/or deliver such information &nd documetitation as is reasonably necessary to carry out the
211 responsibilities and  obligations of this Agréement. Except as to matters which are occasioned by clerical erfors or:
212 ortiissions ar erroneous information, the approval of the Closing documents by the parties shall constitute their
213 approval of any differences between this Agreement and the Cloing. The Buyer/Tenant and Seller/Landlord agree
214 that if requested after Closing they will correct any dsturhents-and pay any amounts due where such corrections or
215 payments ate appropiiate by reason of mistake. clerical errors or omissions, ot the result of erroneous
218 information.
247 G. Notices, Except.as otherwise provided herein, all notices and deménds requiréd or pémmitted: hereundeér. shall be in
218 writing ‘and delivered either (1) in person, (2) by a prepaid ovemight delivery servicé,(3) by facsimile transmission
219 (FAX), (4) by the United States Postal Service, postage prepaid, registered or certified réturn receipt requested.or (5)
220 Email. NOTICE shall be deemed to have been given as of the daté and time it is actually recéived. Receipt of
221 notice by the.real estate licensee or their Broker assisting a party as-a client-or customer shall be deemed to be notice
222 to that party forall purposes under this Agreement ag may be amended, unless otherwise provided in writing,
223 H. Default. Should Buyer/Tenant default under the terms, of the Ledse Agreement, this Agreement shall be deemed
224 mull and void and ary monies collected as Base Rent under this Agreement, including those to be applied to the
225 balance of the Purchase Price will be forfeited by Buyer/Tenant: as damages to Seller/ Landlord. Should
226 Seller/Landlord defult under the terms of the Lease Agreement, this Agreement shall be'deemed null and void and
227 monies collected which were applied to the balance of the Purchasé Price shall be refunded to Buyer/ Tendnt.
228 I. Remedies. In the event of a breach of this Agreement, the non-breaching party may pursue all remedies available at
229 law. or in equity exccpt where the partios have agreed to arbitrate, In the event that any party hereto:shall file:suit for
230 bréach or enforcemernit of this Agraement (mcludmg suits filéd after Closmg which are based on or related to the
231 Agreement), the prevailing party shall be entitled t6 recover all egsts of such- erforcément, including reasonable
232, attorney’s fees. The parties hereby agree thar all remedigs are fait arid equitable and neithier party will assert the lack
233 of mutuality of remedies as a defense in the event of a dispute,
234 J.  Equal Opportunity. This Propérty is being $old. without regard to race, color, 'sex, religion, handicap, familial
235 status, or natjonal origin,
236 K. Severability. If any portion or provision of this Agreement is held or adJudlcatcd to be.invalid or unenforceable for
237 dny reason, each such portlon or provision shall be severed from the remammg portions or provisions of this
238 Apréemient, and the remaining portions or provisions shall be unaffected and remain in full force‘and effect.
239 L. Construction. This Agreement or any uncertainty or ambiguity herein:shall not'be construed against any party but
240 shall be construed as if all'parties to this Agreement jointly prepared this Agreement.
241 M, ‘Conflict. Should the terms of this Agreement conflict with:the terms of the Lease Agreement referenced above or
242 any other documents executed prior to or simultaneous to the execution of this Commercial Lease-to Purchase
243 Agreement, the terms of this Commetcial Lease to Purchase Aarcemem shall control, and the. conﬂmnng_terms are
244 hereby considered deleted: and expressly waived by béth Sél]cr and. Buyér. In all bther respects, the Lease
245 Agreement between the partiés shall remain in full force and effect.
246  12. Exhibited and Addenda. All exhibits and/or-addends aftached hereto, listed below, or referenced herein aré made a
247 part ‘of this Agreernent. If any such exhibit or addendum cenflicts with any preceding paragraph, said exhibit -or
248 addendum shall control:
249 0 Exhibit “A” Legal Description
250 o Exhibit “B” Due Diligence Documents
251 o Bxhibif “C* Addition to Seller's Closing Documents
252 0 Exhibit“D” Seller's Warranties and Representations
253
254
255
258
287
258
i len
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259 13, Special Stiputations. The following Special Stipulationis, if conflicting with any preceding paragraph, shall control;
i * QONTRACT TO PURCHASE IS CONTINGENT UPON BUYER OBTAINING A
262 C.0.N, (CERTIFICATION OF NEED) FROM THE STATE OF TENNESSEE.
263 PERTAINING TO THE LOCATION OF SUBJECT ELDG AND BLDG ITSELF.
264
265 * BUYER WILL DO ALL INSPECTIONS FERTAINING TO SUBJECT BLDG WITHIN
266 5 DAYS OF A BINDING AGREEMENT. CONTRACT IS CONTINGENT UPON THESE
267 INSPECTIONS.
268
ggg * BUYER WILL GIVE SELLER $1200.00 x 3 = $3600.00 WITHIN 10 DAYS OF A
pal BINDING AGREEMENT. BUYER WILL ALSO GIVE SELLER $1200.00 x 3 =
273 $3600.00 ON THE FIRST DAY OF THE 4TH MONTH OF ACREEMENT., THESE
273 MONIES ARE NON- REFUNDABLE AND WILL GO THROUGH REALTOR INVOLVED
274 MADE OUT TO THE SELLER. BUYER CAN CLOSE PRIOR TO THE PROPOSED
275 CLOSING DATE IF OPPORTUNITY ARISES AND ALl PARTIES ARE IN
276 AGREEMENT .
277
278
279 * BUYER CANNOT MAKE ANY MODIFTCATIONS OR USE RLDG DPRIOR
22? PO CLOSING OF SUBJECT PROPERTY.
ggg * SELLER CANNOT MAKE ANY MODIFICATIONS TO BLDG WITHOUT NOTIFYING
284 BUYER OF SUCH,
285
286
287 * BUYER CAN SEND OUT REPRESENTATIVES AS NEEDED WITH PROPER
288 NOTIFICATION.
289
290 * SELLER WILL MAINTAIN SUBJECT BLDG, GROUNDS, ALL UTILITIES AND
291 PROPER INSURANCE TO PROTECT BOTH THE SELLER AND FUTURE BUYERS
ggg INTERESTS AND INVESTMENT UNTIL AND IF SUBJECT PROPERTY CLOSES.
e * THESE AGREEMENTS CANNOT BE EXTENDED UNLESS AGREED UEON BY BOTH
206 PARTIES.IN WHICH THE TERMS WILL BE RENEGOTIATED AT THAT TIME,
297
208 * THIS DOCUMENT WILL SERVE AS ONLY DOCUMENT PERTAINING TO LEASE TO
209 PURCHASE OPTION.
300
301
302
303
304
305
308
307
308 o (Mark box if additienal pages are attached.)
309 14, Method of Execution. The parties agree that signatures and initials transmitted by 2 facsimile, other photocopy,
310 transmittal, or by transmittal of digital signature as defined by the applicable State or Federsl Law will be: acceptable arid
311 may be treated :as originals and that the Agreement containing all signatures:and jnitials may be executed partizlly by
312 original signature and partially on facsimile, other photocopy documents, or by digital signature as defined by the
313 applicahle State or Federal Law,
This form is copyrighted and may only He used In real estate transactions In which Burlin Allen ' in involved ag'a TAR authorized user,
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314 15, Time Limit of Offér. This Offer may be withdrawn at any time before acceptance with Notice: Offer terminates if not
318 countered or accepted by _o’clock 1 am./ &:pan, Jocal time on the day of ¥
36 .

317  LEGAL DOCUMENTS: This is an important legal document creating valuable rights and obligations. If you have
818 any quesfions about it, you should review it with your attorney. Néither the Broker nor any Agent or Facilitator is
319 authorized or qualified to give you any advice about the advisability or legal effect of its provisions.

320 NOTE: Any provisions of this Agreement which are preceded by a box “n” must be marked to be a part of this

321 Agreement, By affixing your signature below, you also acknowledge that you have reviewed each page and have
322 received a copy of this Agreemeiit.

323 Biyer/Tenant hereby makes this offer.

NN NN
2 | 0Nl oe
325 | BUYER/TENANT J0Y BALLLEY BUYER/TENANT

B f i

326 By: Jo\il ?{n \\@Ju! By:
327 Titles CFFICER Title:
328 Entity: NEW HOPE- TREATMENT CENTER Entity:
329 at. o'clock o am/. o pm at o*clock 0 am/ apm
330 Offer Date Offer Date
331 Seller/Landlord hereby:
332 o ACCEPTS - accepts this offer.
333 o COUNTERS - accepts-this offer subject to the attached Counter Offer(s).
334 o REJECTS this offer and makes no counter offér.
335 P AL YA 7205
336 SELLER/A.ANDLORD TIM MCMASTER SELLER/LANDLORD
337 By: By:
338 Title: OWNER Title:
339 Entity: _ FOX AND HOUNDS BANQ FAC Entity;
340 Yo Eat & uclock tyamn/ mepm Y-E«F at Z._o’tlock 0D am/ Gpm
341 Date Date
342  Binding Agreement Date.. This instrument shall become a “Binding Agreement™ on-the date (“Binding. Agreement Date!”)
343 the last offeror, or liconsee of offeror; receives notice of offeree’s acceptance: Notice of aceeptance of the final offer was
344 received by on at o'clock 0 am/ o pm
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Licensee Email
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=== DPIEE .1'!|JL:

== REGISIERS FEE

== JOIAL TJ\MOUNT 1488 00
STATE OF TENNESSEE, COCKE COUNTY

LINDA BENSON WARRANTY DEED

REGISTER OF DEEDS

KNOW ALL MEN BY THESE PRESENTS: That for the
considerations hereinafter recited, the undersigned, THOMAS EUGENE
FORRESTER, JR. and wife, DEBORAH G. FORRESTER, have this day
bargained and sold, and by these presents do hereby bargain, sell, transfer and
convey unto TIM MCMASTER and wife, JANET MCMASTER, a one-half
undivided interest as tenants by the entirety, and PAUL C. FRANCIK, a one-half

undivided interest, and to their heirs and assigns, in fee simple forever, the
following described real estate:

TRACT NO. ONE: SITUATE in District No. FOUR (4) of Cocke County,
Tennessee, and bounded and described as follows:

BEGINNING on an iron pin on the west margin of a 15 feet street; thence N 47
deg. 15 min. W 153.5 feet to a black oak; thence N 10 deg. 00 min. E 200 feet to
an iron pin; thence 53 deg. 30 min. E 210 feet to an iron pin on the west margin of
a 15 feet street; thence with the west margin of said street S 28 deg. 30 min. W
200 feet to the beginning containing one-half (1/2) of one (1) acre, more or less.

TRACT NO. TWO: SITUATE in District No. FOUR (4) of Cocke County,
Tennessee, and being more particularly described as follows:

BEGINNING at a corner to Barney Suttles and running thence North 6-1/2 East
300.4 feet to a stake; thence North 79-1/2 East 225.4 feet to a stake point by a
sweet gum; thence South 71 East 74.3 feet across a branch to a white oak stump;
thence North 89 deg. West 57.8 feet back across the branch to a stake; thence
South 23 deg. 192 feet to a stake pointed y a cedar; thence South 25-1/2 West

292.3 feet to a stake; thence North 61 deg. West 2240 feet to the beginning point,
containing 3.54 acres, more or less.

An easement is also conveyed over the 30 foot street or right of way leading from
the Knoxville Highway to the property herein conveyed and this right of way is

subject to the use of any prior purchasers of any portion of the original tract of
land of which this conveyance is a part.

BEING the same property conveyed to Thomas Eugene Forrester, Jr. and wife,
Deborah G. Forrester by quitclaim deed of Fox and Hounds, Inc., a Tennessee

Corporation, datedAthe Arday of 3 Iq/le/lr\ , 2011 and of

-0y

This instrument prepared by: Bacon, Jessee & Perkins, 1135 West Third North Street, Morristown, Tennessee 37814,

Any examination of fitle, title search or title insurance policy will be evidenced by & sepirate document, certificate or policy. By

this instrument preparer makes no representations as 1o title or survey. Failure to promptly record this instrument may seriously
impair your rights,
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record in the Register’s Office for Cocke County, Tennessee in Instrument Book
|36, page Y8\

TO HAVE AND TO HOLD unto the said TIM MCMASTER and
wife, JANET MCMASTER and PAUL C. FRANCIK, and unto their heirs and
assigns, in fee simple forever, the above described real estate, together with the
improvements thereon, and the hereditaments and appurtenances thereunto
appertaining.

AND THE UNDERSIGNED HEREBY COVENANTS with the
said TIM MCMASTER, JANET MCMASTER and PAUL C. FRANCIK, and
with their heirs and assigns, we are  lawfully seized and possessed of said real
estate, that we have a good and valid right to sell and convey the same; that said
real estate is free from all encumbrances, except as herein set out and except for
the lien of the current taxes which shall be prorated between the parties as of the
date of this instrument, and that we will forever warrant and defend the title
thereto against the lawful claims of all persons whomsoever.

The consideration for this sale and conveyance is a good and
sufficient consideration, the receipt of which is hereby acknowledged.
As of the 1st day of March, 2011.

EUGENE I"‘ORR@S'I‘ER, IR.

DéBORAPI G. FORRESTER o

STATE OF TENNESSEE
COUNTY OF HAMBLEN

Personally appeared before me, a Notary Public in and for the state and county
aforesaid, THOMAS EUGENE FORRESTER, JR. and wife, DEBORAH G. FORRESTER, with
whom I am personally acquainted, and who acknowledged they executed the within instrument
for the purposes therein contained.

WITNESS my hand and official seal at office in said county this / { day of

W g

NOTARN PUBLIC |

My commission expires: ﬁ ¢ 4.{ %l l TENCI\\I%I-\’S?YEE
NGTAR
PUBLIC

March, 2011.

e =
Any examination of title, tille search or title insurance policy will be evidenced by a separate document, certificate or policy. By
this instrument preparer makes no representalions as o title or survey. Failure to promptly record this instrument may seriously
impair your rights.
2
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Tim McMastr et el 5560 () (nesay b

NAME AND ADDRESS OF PROPERTY OWNERS(S)
‘,cﬂ()w//e T 59%¢0

NAME AND ADDRESS OF PERSON(S) RESPONSIBLE FOR PAYMENT OF
TAXES

QL& 0sPay - 0580/
TAX PARCEL IDENTIFICATION NO.

I hereby swear pr alTrm that the actval or true value of this transfer, whichever is

greater is $

Subscribed and sworn to before me this /‘7 day of MM OL\/ , 2011,

WA yqr—

NOTARY pUBLIA

My commission expires: JG]U‘Q. 4'. 2ol ,

Afﬁant

This instrument prepared by: Bacon, Jessee & Perkins, 1135 West Third North Street, Morristown, Tennessee 378 (4.

Any examination of title, title search or title insurance policy will be evidenced by a separale docurnent. certificate or policy. By

this instrument preparer makes no representations as Lo title or survey. Failure to promptly record this instrument may seriously
impair your rights

3
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Plot Plan
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Map for Parcel Address: 124 Fox & Hound Way TN Parcel ID: 046 057.00
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Map for Parcel Address: Fax Hound Way # 135 TN Parcel ID: 046 056 00
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Floor Plan
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Attachment A-6B-3

Transportation
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et hr East Tennessee
» Human Resource Agency

Real Services. Real Heart. Real Impact.

June 26, 2018

To Whom It May Concern:

East Tennessee Human Resource Agency (ETHRA) provides public transit in Cocke, Sevier, Jefferson and
Hamblen counties.

If you have any questions or need further information, you may call Brent Gagley, Assistant Transportation
Director at (865) 691-2551 ext. 4204.

Sincerely,

T 7 2.

Gary W. Holiway
Executive Director

9111 CROSS PARK DRIVE, STE D-100 » KNOXVILLE, TN 37923 info@ethra.org (865) 691-2551 TTY (800) 848-0298 ethra.org



ETHRA s

Home About Our Service Service Area Fares Safety Links

Our Service

o Approvimately 100 vehicles are on the road every day
helping individuals access communily and health
senvices. Drvers travel througheut the region and clock
over 3 million miles a year. Public and medical
transportation are essential 1o help thriving, active
communities,

LR Fares

-—
All fares are for one way

In Counldy: $3.00
Counly Line Crossed: $3.00
Extra Stops: $1.00 each stop
Children {Under 8):  $1.50

Contact

Emp



, transit@ethra org
1.800.232.1565

oyment Oak Ridge Transit

wervice Area

6 East Tennesses counties of Anderson, Blaunt,
ampbell, Claiborne, Cocke, Grainger, Hamulen,
efferson, Knox, Loudon, Monroe, Worgan, Roane, Scott,
evier and Union
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OTPs and Buprenorphine Providers
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Fast Facts: Opioid Treatment Page 2 of 3

Census, 2013-2016.

Notes: (1) Individuals reporting opioid abuse receiving TDMHSAS-funded substance abuse treatment and
recovery services include Tennessee residents age 12 and older, below the 133% poverty level and have no
other insurance coverage for substance abuse treatment and/or recovery services. (2) Opioids include
prescription opioids, methadone and heroin. (3) Up to three substances can be listed for each treatment
admission. Individuals abusing opioids includes any mention of opioids. (4) Percentages and rates per 10,000
people living in poverty for ages 12 and older were calculated for counties with 20 or more individuals abusing
opioids. (5) Information is based on county of residence.

https://www.tn.gov/behavioral-health/research/tdmhsas-fast-facts-test-3/fast-facts-tdmhsas... 7/12/2018



Buprenorphine Treatment Practitioners

Service Area
. . . Phone
County First Last Deg. Address City County Zip #
Cocke
Nathan DeWitt 229 Hedrick Drive Newport Cocke 37821 423-623-1028
Grainger
None
Greene
Dr. Kelly Chumbley D.O. Emmaus Medical Baileyton Greene 37745 | 423-646-8400
and Counseling
45 Laurel Gap Rd.
Dr. Robert Ferretti M.D. Mosheim Recovery | Mosheim Greene 37818 | 865-633-0353
Associates
65 Payne Road
Dr. Jami Goodwin M.D. 1021 Coolidge Greeneville Greene 37743 | 423-636-2300
Street, Suite 2
Howard Herrell 1021 Coolidge Greeneville Greene 37743 | 423-636-2300
Street, Suite 2
Dr. George Kehler 65 Payne Road Mosheim Greene 37818 | 423-422-2126
Amber Mullins 1021 Coolidge Greeneville Greene 37743 | 423-636-2300
Street, Suite 2
Dr. John Shaw Recovery Mosheim Greene 37818 | 423-422-2126
Associates of E.TN
65 Payne Road
Dr. Elliott Smith 1406 Tusculum Greeneville Greene 37745 | 423-636-0050
Blvd, Suite 2003
Dr. Gregory | Vines 65 Payne Road Mosheim Greene 37818 | 423-422-2126
Dr. Tony Yost M.D. 65 Payne Road Mosheim Greene 37818 | 423-422-2126
Hamblen
Dr. Kevin Catney M.D. East Tennessee Morristown Hamblen 37919 | 865-320-8019
Pathways
4845 West Andrew
Johnson Highway
Dr. Michael Chavin M.D. 1639 West Morris Morristown Hamblen 37814 | 423-586-0341
Boulevard
Dr. John Erpenbach | M.D. P.O. Box 1033 Morristown Hamblen 37816 | 865-932-3634
Dr. Paul Jett M.D. 420 West Morris Morristown Hamblen 37813 | 423-586-9796
Blvd, Suite 130
Dr. Scott Matson D.O. 401 McFarland St. Morristown Hamblen 37814 | 423-587-8786
Dr. Donald Sleeter 1369 West Andrew | Morristown Hambien 37814 | 423-586-3249
Johnson Highway
Dr. Devon Smith M.D. 1621 West Morris Morristown Hamblen 37813 | 423-307-8088
Boulevard
Suite A

4817-1112-3821.2




Phone

County First Last Deg. Address City County Zip #
Hawkins
Dr. Charles Backus ] Emmaus Medical Bulls Gap Hawkins 37711 423-393-4146
and Counseling
273 Hwy 11-E
Dr. Jose Garrido M.D. 273 Highway 11E Bulls Gap Hawkins 37711 423-393-4146
Suite A
Jefferson
Dr. Stephen | Gantte M.D. 127 West Meeting Dandridge Jefferson 37725 | 865-803-1348
Street
PO Box 1101
Dr. Deanna | Taylor- PO Box 1101 Dandridge Jefferson 37725 | 865-803-1348
Gantte
Sevier
Dr. Craig Benson D.O. 322 Oakwood Dr. Sevierville Sevier 37876 | 865-582-1187
Dr. Robert Coleman 3651 Winfield Kodak Sevier 37764 | 865-465-7088
Dunn Parkway
Dr. Robert Lutz M.D. New Hope Medical | Sevierville Sevier 37862 | 865-366-1623
Wellness Services
1260 FoxMeadows
Blvd, Suite 1
Dr. Jennifer | Maddron M.D. 627 Middle Creek Sevierville Sevier 37862 | 865-365-4233
Road
Dr. Robert Maughon M.D. 190 Community Pigeon Forge | Sevier 37863 | 865-446-4035
Center Drive
Suite 102
Dr. Brooks Morelock 3651 Winfield Kodak Sevier 37764 | 865-465-7088
Dunn Parkway
Dr. Randall Pitone M.D. Mountain Home VA | Sevierville Sevier 37862 | 865-286-6750
Medical Center
1124 Blanton Drive
Dr. Donald Weckesser | M.D. 3651 Winfield Kodak Sevier 37764 | 865-908-2838

Dunn Parkway

4817-1112-3821.2




Attachment C, Need

Map of Service Area by County
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Attachment B, Economic Feasibility-A5

Architect Letter

4844-7922-9549.1



Goodwyn Mille Cawood
3310 West End Avenue
Suite 420

Nashville, TN 37203

T (615)333-7200
F (615)333-0529

www.gmecnetwork.com

July 12, 2018

Melanie Hill, Executive Director

State of Tennessee

Health Services and Development Agency
500 Deaderick Street

Nashville, TN 37242

RE: New Hope Treatment Center
Dear Ms, Hill:

Construction of the facility will include the build out of approximately 2880 s.f. of space and
shall include 8 counseling offices, a group workroom, nurse station, waiting room, restroom
and supporting administrative space, When complete the physical environment will conform
to applicable federal standards and licensing agency requirements for this type of facility.

In my professional opinion the probable cost of construction for this project to meet
applicable federal, state and local building codes and standards will be in the range of
$220,000 to $270,000.

If you have any questions, | may be reached via email at sara.butler@gmenetwork.com or by

phone at 615-333-7200,

Sincerely,

S

’) /’/-""' < ‘3 r z")g‘__’ /.--" ./,a-'—---,_‘___

d

Sara K. Butler, AIA, PMP, Leed GA
Vice President, Architecture
TN Lic. No 100804



Attachment B, Economic Feasibility, B-6

Funding Documentation

4844-7922-9549.1
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WEALTH MANAGEMENT

218 Adley Way, Greenville, SC 29607 | 864.631.2455 | www.higginsandbailleywealthmanagement.com

Tuesday, July 10, 2018
To Whom It May Concern,

This letter is to confirm that Dr. Richard Sherman has the following assets at our firm:
$932,285 IRA Accounts
$155,039 Non-qualified Accounts

Please let me know if you need anything else.

Regards,

a8 S
(Lt

Investment advisory services offered through Regal Investment Advisors, LLC, an SEC Registered Investment Advisor. Higgins and Ballley Wealth Management
is independent of Regal Investment Advisors, Insurance services also offered by representatives of Higgins & Bailley Wealth Management.
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Health Services and Development Agency
Andrew Jackson Building, 9" Floor

502 Deaderick Street

Nashville, Tn 37243

New Hope Treatment Center of Tennessee, LLC
135 Fox and Hound Way
Newport, TN 37821

Re: Certificate of Need Application

To Melanie Hill,

As the financial advisor to Dr. Stephen Loyd, | can confirm that he has at [east $250,000.00 in accounts
that are earmarked for utilization as the source of payment for his projected cost (construction,
equipment, furnishings, etc.) and other startup costs. This is all regarding his proposed project in
Newport, Tennessee,

Sincerely,

Hanes Torbett

Torbett Insurance & Financial Services
503 Princeton Rd, Ste 102

Johnson City, Tn 37601



BLACK HARBOR

WEALTH MANAGEMENT

July 6™, 2018

Black Harbor Wealth Management
325 Main Street

Seneca, SC 29678

Office Phone: (864) 882-9859
Office Fax: (864) 396-3758

To Whom It May Concern:

It has come to our attention that you were needing assurance of liquid assets for our client,
Pam Whitmire. Ms. Whitmire has assets totaling $141,692.00 that she could liquidate, if she
chooses.

If you have any questions, or need anything further from us, please contact us with the
information provided above.

- John Christopher Dixon, MBA, RFC

Office Phone: (864) 882-9859 325 Main Street, Seneca, SC 29678  www.BlackHarborWM.com
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Clinic Fee Comparison Chart
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Mountain Area

Mountaln Area

Crossroads

Columbia Metro

Overmountain

| Recovery Center | Recovery Center | Treatment Center Pmaﬂ'::'l’:;o 706 Treatment Center ::50-:2":(;‘2'6'? Recovery 423- New Hope Newport
828-454-0560 828-252-8748 828-645-3687 Toccoa, GA 803-791-9422 Knowvllle 467-2800 o P
Clyde, NC Asheville, NC Weavervllle, NC ! Columbia, SC Johnson City
$60 (pay $178
walved waived waived $ 60.00 $130 waived walved walved the first day to $139 (pay $155 No Intake fee
the first day)
cover first week)
Mon-Fri 5SAM-
Mon-Frl SAM- Mon-Frl 5AM- | Mon-Fri 5:30AM
il - -Fri 5AM- -Fri 5- -Fri 5:30AM- -Fri 6AM-
12pM ! A“’;PBI:ASPM MD"I:;";AM Mon-Sun 8AM- | Mon-sun BAM- "gU?; ;O;\MN’I 3 '\'11‘?;'0;,:/' Sa‘AGM 1:30PM, Sat 6- | 2:30PM, Sat & 3“::/‘" :a': N S'\ﬂ | mon-Fris-11am
} - 12 s 2 YSE ] T EST g3, - :30- ' K
53;2323‘” Sat 6AM-9AM | sat 6AM-5AM ™ 12oM Sun 8-9AM 8:30AM 3 A;:’h:"" 6 S:";:Aiz g-o0Am | SAESUnG-9AM
’ 10AM-11AM :
Monday Mon-Frl 5:30-
Wednesday Mon,Tues, Frl Mon, Wed, Thurs 10;30AM and ek nlues
4:30 AM and Fri
Thursday also walk-Ins
$178 1st week, $155 15t week,
Flrst 30 days is and afterwards and afterwards $15/da
$12/day $13/day $14/day $10-$15/day $75/weekly $1/day then $12.50/day $16/day $118/wk (there v
$100.80/wk or $95/week
$14/day are no dally $16/da
rates) 4
$17/day and
yes, no Intake then
Doct il off 26/d d Sub:
5210/month $250 first day & © orwl‘ e $26/day an ves Suboxone $17-526 dally--once
$126/wk and no ) prescription if there s no pays 582 intake ,
$13-§34/day $15-525/day | $16-528/day . with weekly includes , No eligible for Data
prescription ) . that's what pt prescription then $17-522 B
precription prescription. 2000 then It's
prefers and he given. dally
$280/month
approves t.
had had Methadone Phase 6 In levels
a weekly
Weekly $77 Weekly $82 Weekly 583 no no no offers slight no no discount
Monthly $310 | Monthly $310 | Monthly $300 discount i
E
Guest Dosing set- Extra Drug Kira Drug After 2 wks on
Screen 512 Screen $12 2or8mg
up fee $ 25 then . suboxone, then Followup drug
Oral Drug Oral Drug 2nd visit Is with Accepts suboxone pts can
$15/day i pay $125/wk, screens $15,
Screen $5 Screen $5 the dactor medicaid take thelr doses
Accepts Data N $250/2 wks, 1mo Swab $15
2000 Patlents Guest Dosing | Guest Doslng $350 home.
$15/day $15/day




Attachment C, Contribution to the Orderly Development
Of Health Care

Proof of Publication
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THE NEWPORT PLAIN TALK
145 East Broadway ¢ Newport, TN 37821

Phone: 423-623-6171

PROOF OF PUBLICATION

STATE OF TENNESSEE
COUNTY OF COCKE

PERSONALLY appeared before me, Sandy Freshour of Cocke County, Tennessee, who being duly
Sworn, made oath that she is a Representative of the Publisher of THE NEWPORT PLAIN TALK,

a newspaper of general circulation, published in the City of Newport, County of Cocke and State of
Tennessee and that the hereto attached publication appeared in the same on the following:

Dates: Legal Information:

Suley o, >018 Nodlcotion oC (| nlet—

Acct.# / C? /1G g Total Cost: &59 59

N

‘REPRESENTATIVE

Wwn
Subscribed and Sworn to before me on this (02 dafl) O'c QUFI.L,IAAO, QOLY

\\\\\lllll”“

“\\.:;Ev LAWSO 4.;!/0

\
S OF &% NOTARY PUBLIC
=O : TENNESSEE : ¢5 =
Z#% NOTARY /=
% Q{P“BL’C‘& R MY COMMISSION EXPIRES_ (¢ 4ol o 20, F04/
“, s, ‘}(E CO\*\' \\\\\

/
The referenceé‘lﬁ{l'ﬁfitgt}on of notice has also been posted (1) On the newspaper’s website (www.newportplaintalk.com) where
it shall be published contemporaneously with the notice’s first print publication and will remain on the website for at least as
long as the notice appears in the newspaper; and (2) On a statewide website (tnpublicnotice.com) established and maintained

as an initiative and service of the Tennessee Press Association as a repository for such notices.



= AFFIDAVIT

‘..u.

COUNTY OF DAVIDSON

Kim H. Looney , being first duly sworn, says that he/she is the Applicant named in this
application or his/her/its lawful agent, that this project will be completed in accordance with the
application, that the applicant has read the directions to this application, the Rules of the Health
Services and Development Agency, and T.C.A. § 68-11-1601, ef seq., and that the responses to

this application or any other questions deemed appropriate by the Health Services and

Development Agency are true and complete.

SIGNATURE/TITLE

Sworn to and subscribed before me this 13th day of July, 2018 a Notary Public in and for the

County/State of Tennessee.

/" NOTARY PUBLIC

My commission expires, January 8, 2019. \\\\\umnm,-,,

SNREA. 6%,
gw gt

\
\\\“\

LTI

oOF
Sai TENNESSEE (%
NOTARY  /

T

My OOMIMSSION EXPIRES:
NUARY 8, 2019

4834-6134-3079.25
54



State of Tennessee

Health Services and Development Agency
Andrew Jackson, 9" Floor, 502 Deaderick Street, Nashville, TN 37243
www.tn.gov/hsda Phone: 615-741-2364 Fax: 615-741-9884

August 1, 2018

Kim Harvey Looney, Esq.

Waller Lansden Dortch & Davis, LLP
511 Union Street, Suite 2700
Nashville, TN 37219

RE: Certificate of Need Application — New Hope Treatment Center- CN1807-034

The establishment of a non-residential based treatment center for opiate addiction
to be located at 135 Fox and Hound Way, Newport (Cocke County), TN. New Hope
Treatment Center of Tennessee, LLC consists of the following owners and
membership interests: Dr. Richard Sherman-35%; Dr. Stephen Loyd-35%; Pam
Whitmore-10%; Yoni Mizhari-10%; Joy Bailley-5%; and Amy Shroyer-5%. The
estimated project cost is $554,000.

Dear Ms. Looney:

This is to acknowledge the receipt of supplemental information to your application for a
Certificate of Need. Please be advised that your application is now considered to be complete by
this office.

Your application is being forwarded to Laura Young at the Tennessee Department of Mental
Health and Substance Abuse Services for Certificate of Need review by the Division of Hospital
Services. You may be contacted by Ms. Young or someone from her office for additional
clarification while the application is under review by the Department. Ms. Young’s contact
information is Laura.Young@tn.gov or 615-741-7694.

In accordance with Tennessee Code Annotated, §68-11-1607, et seq., as amended by Public
Chapter 780, the 60-day review cycle for this project began on August 1, 2018. The first 60 days
of the cycle are assigned to the Department of Mental Health and Substance Abuse Services,
during which time a public hearing may be held on your application. You will be contacted by a
representative from this Agency to establish the date, time and place of the hearing should one be
requested. At the end of the 60-day period, a written report from the Department of Health or its
representative will be forwarded to this office for Agency review. You will receive a copy of
their findings. The Health Services and Development Agency will review your application on
October 24, 2018.



Ms. Looney
Page 2

Any communication regarding projects under consideration by the Health Services and
Development Agency shall be in accordance with T.C.A. § 68-11-1607(d):

° No communications are permitted with the members of the agency once the Letter
of Intent initiating the application process is filed with the agency.
Communications between agency members and agency staff shall not be prohibited.
Any communication received by an agency member from a person unrelated to the
applicant or party opposing the application shall be reported to the Executive
Director and a written summary of such communication shall be made part of the
certificate of need file.

° All communications between the contact person or legal counsel for the
applicant and the Executive Director or agency staff after an application is deemed
complete and placed in the review cycle are prohibited unless submitted in writing
or confirmed in writing and made part of the certificate of need application file.
Communications for the purposes of clarification of facts and issues that may arise
after an application has been deemed complete and initiated by the Executive
Director or agency staff are not prohibited.

Sincerely,

M\N\ \\\,)J-k

Melanie M. Hill
Executive Director

cc: Laura Young, DNP APN, FPMHNP-BC



State of Tennessee

Health Services and Development Agency
Andrew Jackson, 9" Floor, 502 Deaderick Street, Nashville, TN 37243
www.tn.gov/hsda Phone: 615-741-2364 Fax: 615-741-9884

MEMORANDUM

TO: Laura Young, Chief Nursing Officer
Division of Hospital Services
TN Department of Mental Health and Substance Abuse Services
Andrew Jackson Building, 6" Floor
500 Deaderick Street

Nashville, Tennessee 37243
FROM: Melanie M)})L)l?)éiﬁ
Executive Director
DATE: August 1, 2018

RE: Certificate of Need Application
New Hope Treatment Center- CN1807-034

Please find enclosed an application for a Certificate of Need for the above-referenced project.
This application has undergone initial review by this office and has been deemed complete. It is
being forwarded to your agency for a sixty (60) day review period to begin on August 1, 2018
and end on October 1, 2018.

Should there be any questions regarding this application or the review cycle, please contact this
office.

Enclosure

cc: Kim Harvey Looney






......

State of Tennessee

Health Services and Development Agency
Andrew Jackson Building, 9" Floor

502 Deaderick Street

Nashville, TN 37243

www.tn.gov/hsda Phone: 615-741-2364 Fax: 615-741-9884
LETTER OF INTENT
The Publication of Intent is to be published in the  Newport Plain Talk which is a newspaper
(Name of Newspaper
of general circulation in ~ Cocke , Tennessee, on or before ~ July 10 , 20 18
(County) (Month/Day) (Year)
for one day.
This is to provide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 ef seq., and the Rules of the Health Services and Development
Agency, that:
New Hope Ttreatment Centet N/A
(Name of Applicant) (Facility Type-Existing)
New Hope Tteatment Center of
owned by:  Tennessee, LLC with an ownership type of limited liability company
and to be managed by: itself intends to file an application for a Certificate of Need
for [PROJECT DESCRIPTION BEGINS HERE],  The establishment of a non-residential methadone/substitution-based
treatment center at 135 Fox and Hound Way, Newport, Cocke County, Tennessee 37821. The anticipated project
Costs are approximately $554,000.
The anticipated date of filing the application is: July 13 , 20 18
The contact person for this project is Kim Hatvey Looney, Esq. Attorney
(Contact Name) (Title)
who may be reached at: Waller Lansden Dottch & Davis LLP 511 Union Street, Suite 2700
(Company Name) (Address)
Nashville 37219 615 / 850-8722
% %y) (State) (Zip Code) (Area Code) / (Phone Number)
= M July 10, 2018 Kim.Looney@wallerlaw.com
(Signature) (Date) (Email-Address)

The Letter of Intent must be filed in triplicate and received between the first and the tenth day of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
preceding business day. File this form at the following address:

Health Services and Development Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person wishing to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the
application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)
4848-1874-0844.1



Supplemental #1
(Original)

New Hope
Treatment Center

CN1807-034



Supplemental #1

T
i Waller Lansden Dortch & Daﬂ“'& 26 201 8

511 Union Street, Suite 2700 5152046380 main
i) P.O. Box 198966 12:11 PaMiiLos0s  fax

Nashville, TN 37219-8966 wallerlaw.com

LLD

Kim Harvey Looney
615.850.8722 direct
kim looney@wallerlaw.com

July 26, 2018

Phillip M. Earhart

Health Services Development Examiner
Health Services and Development Agency
Andrew Jackson Building

502 Deaderick Street

9t Floor

Nashville, TN 37243

RE:  Certificate of Need Application CN1807-034
New Hope Treatment Center

Dear Phillip:

This letter is submitted as the supplemental response to your letter dated July 18, 2019,

wherein additional information or clarification was requested regarding the above-referenced
CON application.

1.

Section A, Executive Summary, 3. Overview, (1), Description, Page 2

Please list the proposed business days and hours of operation for the proposed non-
residential methadone treatment facility (NRMTF).

Response: The applicant anticipates that the facility will be open for
treatment on Monday-Friday from 5 am to 11 am and on Saturday and
Sunday from 6 am to 9 am.

Please identify the number of buprenorphine patients a certified physician may currently
treat under the Drug Addiction Treatment Act of 2000 (DATA 2000).

Response: Initially, a new provider may treat up to 30 patients under their
DATA 2000 waiver. After one year, a provider may request an increase to
treat up to 100 patients. After a provider has prescribed buprenorphine to
100 patients for at least 1 year, they may request an increase in their waiver
to 275 patients. Practitioners are eligible to obtain the waiver if they have
additional credentialing in addiction medicine or addiction psychiatry from
a specialty board and/or professional society, or practice in a qualified
setting as described in the rule found at
http://www.hhs.gov/about/news/2016/07/06/hhs-announces-new-actions-
combat-opioid-epidemic.html.

4842-3172-5165.8



Supplemental #1
July 26, 2018

waller 12:11 P.M.

Phillip Earhart
Health Services and Development Agency Examiner
July 26, 2018

Page 2

The percentage of the 7 county proposed service area 2018 population enrolled in
TennCare is 23.93%. What incentive does a TennCare patient have to come to the
proposed clinic to receive methadone when their medications (30 day supply) and
transportation services may be paid by TennCare?

Response: As you have correctly pointed out, TennCare does not currently
provide reimbursement for methadone maintenance treatment for opioid
dependence. TennCare only covers generic buprenorphine, Subutex and
Suboxone for opiate addiction. As such, if the TennCare patient’s goal is to
receive treatment that is covered by TennCare, this treatment may not be
their best option.

As stated in the original application, there are three drugs approved by the
FDA for the treatment of opioid dependence: methadone, buprenorphine,
and naltrexone. All three of these treatments have been demonstrated to be
safe and effective in combination with counseling and psychosocial support.
Everyone who seeks treatment for an OUD should be offered access to all
three options as this allows providers to work with patients to select the
treatment best suited for an individual’s needs.
https: //www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/uem600092.htm.

The proposed facility would offer structure and accountability that are not
offered with buprenorphine treatment that is covered by
TennCare. Additionally, in the treatment of some patients, methadone is
more clinically indicated than buprenorphine. The intention of this project
is not to meet a need for buprenorphine treatment, but to meet the unmet
need of a methadone substitution option. Several options exist for
treatment of addiction problems and methadone is one of them which is not
currently available in the service area.

It is noted there are private providers who prescribes buprenorphine who are located in
the proposed service area? However, please clarify if those providers are in-network or a
patient is required to pay cash for office visits? If so, what are the average amount
required for cash visits?

Response: The applicant is unable to provide this data as it is not publicly
available. In addition, the physicians listed by SAMSHA may not be
accepting new patients, or even currently seeing patients (The applicant
attempted to contact some of the providers and was told by some that they
were no longer treating opioid addicted patients.). There are no public
registry reporting requirements for buprenorphine providers in Tennessee
that confirms capacity and reflects current caseloads, access, payment, and
any applicable waiting lists.

Please explain how naltrexone is used in the treatment setting.

4842-3172-5165.8

Waller Lansden Dortch & Davis, LLP



Supplemental #1

July 26, 2018
waller 12:11 P.M.

Phillip Earhart

Health Services and Development Agency Examiner
July 26, 2018

Page 3

Response: Naltrexone is one of three drugs that has been approved by the
FDA for the treatment of opioid dependence. Naltrexone can be taken as a
pill or as a long-acting shot. Naltrexone reduces cravings and blocks effects
of the drug of abuse. Extended-release injectable naltrexone is approved
for treatment of people with opioid use disorder. It can be prescribed by any
healthcare provider who is licensed to prescribe medications, special
training is not required. It is important that medical managed withdrawal
(detoxification) from opioids be completed at least 7 to 10 days before
extended-release injectable naltrexone is initiated or resumed. Research
has shown that naltrexone decreases reactivity to drug-conditioned cues
and decreases craving. Patients who have been treated with extended-
release injectable naltrexone may have reduced tolerance to opioids and
may be unaware of their potential sensitivity to the same, or lower, doses of
opioids that they used to take. Extended-release naltrexone should be part
of a comprehensive management program that includes psychosocial
support. When naltrexone treatment is completed, there is no withdrawal
syndrome that accompanies the discontinuation of the medication.

Methadone, buprenorphine, and naltrexone have all been demonstrated to
be safe and effective in combination with counseling and psychosocial
support for the treatment of opioid dependence. Each of the three has its
benefits as well as its drawbacks. Everyone who seeks treatment for an QUD
should be offered access to all three options as this allows providers to work
with patients to select the treatment best suited for an individual’s needs.
https://www.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092.htm.

2. Section A, Executive Summary, 3.B. Rationale for Approval, Page 4

Please provide 5 brief reasons why an NRMTF is specifically needed in the proposed
service area.

Response:

1. Opioid Crisis and Epidemic both in U.S. and Tennessee: In late 2017, the
Acting Health and Human Services (HHS) Secretary Eric D. Hargan
declared a public health emergency to address the national opioid crisis. In
Tennessee, the consequences of prescription drug abuse are alarming.
These include an increase in ED visits for prescription drug poisoning; an
increase in overdose deaths; an increase in drug related crimes against
property, people and society; decreased work productivity; more children in
state custody as a result of a parent’s drug use; and a ten-fold rise in the
incidence of babies born with Neonatal Abstinence Syndrome.

2. Addiction Issue of Increased Significance in East Tennessee: The
applicant estimates there are currently 4,400 people in the service area who
struggle with addiction to heroin, morphine and prescription opioids. As
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shown by the following statistics, this is an issue of increased significance in
East Tennessee in particular.

o The United States is #1; residents consume twice as many opioids per
capita than the next closest nation

e Tennessee is #2 in the USA; only behind Alabama by a tenth of a point;
West Virginia is a distant grd

e East Tennessee is #1 in Tennessee

3. Methadone Approved by FDA for Treatment of Opioid Dependence: The
FDA has approved three drugs for the treatment of opioid dependence:
methadone, buprenorphine, and naltrexone. All three of these treatments
have been demonstrated to be safe and effective in combination with
counseling and psychosocial support.

4. No Existing Non-Residential Methadone Treatment: Everyone who seeks
treatment for an OUD should be offered access to all three options as this
allows providers to work with patients to select the treatment best suited for
an individual’s needs. The applicant’s service area has been identified as
underserved for MAT treatment options. There are no existing non-
residential OTP clinics in the proposed 7 county service area. It will not be
possible to stem the flow of the epidemic of opioid addiction until there are
sufficient treatment options available.

5. Existing Travel Distances Impede Treatment: Patients who reside in the
service area must drive anywhere from 30 to 9o miles each way to obtain
OTP treatment. The addition of this facility would decrecase drive times
from 18 to 50 miles each way. Given the prevalence of addiction in the
service area, it is clear that some patients are choosing not to receive
treatment at comparable facilities and this is more than likely due in part to
the driving distances and lack of convenient treatment options. The closer
the facility is to the patients, the better able they are to reccive the necessary
treatment and be gainfully employed so that they can be fully functioning
members of society.

Section A, Applicant Profile, Item 4.A, Ownership, Page 10

Please clarify if the applicant is New Hope Treatment Center of Tennessee, LLC dba New
Hope Treatment Center.

Response: Yes, as stated in the application the applicant is New Hope
Treatment Center, which is the dba for New Hope Treatment Center of
Tennessee, LLC.

The address of the owner of the facility is noted. However, please submit a replacement
page that lists the street as “135 Fox and Hound Way”.
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Response:  Attached please find replacement page 10 included as
Attachment Section A, Applicant Profile, Item 4.A adding “Way” to the
address so that instead of the street being listed as 135 Fox and Hound, it
now is listed as 135 Fox and Hound Way.

Please document the financial interest of the applicant, and the applicant’s
company/owner(s) in all existing non-residential substitution-based treatment centers
for opiate addiction. At a minimum, please provide the name, address, current status of
license/certification, and percentage of ownership structure for each non-residential
substitution-based treatment center for opiate addiction identified.

Response: Please see the list included below. Of the owners of the
applicant, only Richard Sherman, DO has any ownership interest in other
treatment centers:

Western Carolina Treatment Center, INC

573 Merrimon Ave Asheville, NC 28804

Licensed CSAT (Certified Substance Abuse Treatment) OTP # NC-10034-M
Owner: RICHARD SHERMAN, DO 70%

Southwest Carolina Treatment Center, LLC
341 W. Beltline Blvd Anderson SC 29625
Licensed CSAT OTP# SC-10018-M

Owner: RICHARD SHERMAN, DO 48%

Palmetto Carolina Treatment Center, LLC
325 Inglesby Parkway Duncan, SC 29334
Licensed CSAT OTP# SC-10033-M

Owner: RICHARD SHERMAN, DO 50%

The New Hope Treatment Center Ownership is noted. Please clarify if any of the owners
of the applicant has existing or future plans whether finalized or in discussion, to sell or
transfer ownership of New Hope Treatment Center to a third party.

Response: No.

What type of activities/meetings has your organization conducted to prepare and
educate the public in the service area regarding this proposed application?

Response: The applicant anticipates educating the public after the
application is deemed complete. It is the applicant’s intention to reach out
to community leaders, neighbors, and providers regarding Medication
Assisted Treatment and specifically its program. It hopes to effectively
convey its vision and goals while also allowing time to address the concerns
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of the community. The applicant plans to connect with healthcare
providers, other treatment facilities (for both behavioral health & substance
use disorders), as well other community agencies in an cffort to establish
collaborative relationships, including the county Anti-Drug Coalitions. The
applicant anticipates integrating into the medical community and serving a
well identified need for this treatment option in the service area. The
applicant plans to obtain letters of support and submit them prior to the
HSDA hearing.

Please discuss what the applicant will do to identify patients who may be candidates for
eventually being opiate free. In addition, what steps will the applicant take with those
patients to assist them in becoming opiate free?

Response: When patients present for treatment, the applicant will tailor
treatment plans to meet the needs of each patient, with the understanding
that every patient can potentially be opioid free. This is not necessarily
possible for every patient. Some patients will require some type of MAT
throughout their lifetime. Factors influencing whether or not a patient will
be successful in being opioid free include whether or not they have co-
occurring disorders, their length of time on opioids, etc. Also important is
assessing the patient’s desire/willingness to consider titration/opioid free
lifestyle throughout treatment. Part of the purpose of the counseling
sessions is gauging a patient’s long term goals and getting them to consider
abstinence based recovery. When the patient states their goal for
abstinence, the applicant will work with them individually and/or in group
settings, introducing them to the need for support networks, recognition of
triggers and relapse prevention, coping mechanisms and skills. The
applicant will offer patients individual and group counseling that focuses on
the necessary components of a drug-free lifestyle, such as a support network
and accountability partners.

Please identify the typical patient length of stay in a methadone treatment program.
What type of follow-up does the applicant conduct in tracking patients who leave the
program before achieving an opiate-free life?

Response: As stated in the application, the typical patient length of stay is
from 6 - 12 months. The applicant will conduct post-discharge follow up
with patients who leave treatment, either via planned or unplanned
discharge. The applicant will call patients at identified points post-
discharge who, if reached, will be asked a series of questions regarding their
experience since leaving treatment. The applicant will inquire into the
circumstances that led to the patient’s discharge, the patient’s employment
status, whether the patient has relapsed on opioids, whether the patient is
receiving any type of substance abuse treatment, whether the services the
patient received in treatment were helpful and met their needs, and whether
the patient has encountered any legal complications since leaving
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treatment. As part of this process, the applicant tries to identify what it can
do to assist the patient during this time period.

4. Section A, Applicant Profile, Item 4.B, Type of Ownership, Page 10

Please provide bio’s outlining areas of expertise and experience of the members of New
Hope Treatment Center to operate this facility/service.

Response: In addition to their qualifications as described in the application,
please see brief bios for Dr. Richard Sherman, Dr. Stephen lLoyd, Dr.
Pamela Whitmire, Joy Bailley and Amy Shroyer, included as Attachment,
Section A, Applicant Profile, Item 4.B. Yona Mizrahi will not be involved in
the operation of the proposed facility.

5. Section A, Applicant Profile, Item 6.A, Legal Interest In Site, Page 11

The commercial lease to purchase agreement is noted. However, the closing date of the
agreement is October 12, 2018 prior to the October 22, 2018 Agency meeting. Please
clarify.

Response: Please see amendment to commercial lease to purchase included
as Attachment Section A, Applicant Profile, Item 6.A, which shows that New
Outlook, LL.C is now the holder of the lease to purchase. The closing date
was extended to November 26, 2018. New Outlook, LL.C has been registered
to do business in Tennessee as New Qutlook of South Carolina, LLC, as the
New Outlook name was too similar to another entity operating in Tennessee.

The Option to Lease agreement is noted. However, New Outlook, LLC will be the
landlord and the applicant New Hope Treatment Center of Tennessee, LLC will be the
tenant. Please clarify the relationship of New Outlook, LLC to the applicant and provide
a document that assigns the property to New Outlook, LLC from the applicant New Hope
Treatment Center of Tennessee, LLC.

Response: Please see response above regarding an amendment to the lease
to purchase. Richard Sherman, DO is the 100% owner of New Outlook, LLC,
and he is also one of the owners of the applicant.

On page 42, the applicant states that a holding company having common ownership with
the applicant will purchase the building. Furthermore, the applicant indicates it has not
been decided which of the current owners of the applicant will form an entity to purchase
the building. The applicant plans on leasing the building from this holding company at a
rate of approximately $2,300 per month. Please provide the purchase and lease
agreement.
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Response: The Commercial Lease to Purchase Agreement is executed by
New Outlook, LL.C. The Option to Lease is between New Outlook, LL.C and
the applicant.

Please provide documentation from the Secretary of State that New Outlook, LLC is a
registered entity authorized to transact business in the State of Tennessee.

Response: Please see Attachment Section A, Applicant Profile, Item 6.A
showing that New Outlook, LLC has been registered to do business in the
State of Tennessee as New Outlook of South Carolina, LLC.

Please list the ownership of New Outlook, LLC.

Response: Richard Sherman, DO owns 100% of New Outlook, LLC, and
thus New Outlook of South Carolina, LLC, as it is registered to do business
in Tennessee.

6. Section A, Applicant Profile, Item 6.B.1, Plot Plan, 6B.2 Floor Plan, and 6B.3
Public Transportation, Page 11

Please provide a plot plan on one sheet of 8 Y2 sheet of paper that includes all the
required elements listed in the application.

Response: Please see attached a plot plan with everything on one sheet of
paper, included as Attachment Section A, Applicant Profile, Item 6B.1.

Please document that the location of the proposed project is in compliance with local
zoning ordinances and that the building will meet all applicable local, state, and federal
requirements for the proposed location’s use as a nonresidential substitution-based
treatment center for opiate addiction.

Response: It is the applicant’s understanding that the site is in compliance
with all local zoning ordinances for the purpose proposed. In addition, the
building will meet all applicable local, state, and federal requirements for
the proposed location’s use as a nonresidential substitution-based
treatment center for opiate addiction. Please see Attachment Section A,
Applicant Profile, 6.B.1. for letter from the architect.

Please indicate the number of available patient parking spaces for the proposed project.

Response: There are 23 marked parking spaces on the property. However,
the potential exists to add parking spaces if needed. The entity from which
the site is being purchased owns and operates the restaurant that is adjacent
to the proposed site.

Please describe the immediate area that surrounds the proposed project’s location.
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Response: The area immediately surrounding the proposed project’s
location is primarily undeveloped. The closest property across the parking
lot is the Fox and Hound restaurant. The next closest area is primarily
commercial. There is very limited residential area in close proximity to the
proposed site.

What is the seating capacity of the waiting room?

Response: The applicant anticipates that the seating capacity will be 20-25
spaces in the waiting room.

Please clarify if the walls surrounding the pharmacy/safe will be reinforced.

Response: The pharmacy will be located on the outside wall but the only
entrance into the pharmacy will be inside. There are no outside doors or
windows that are in the pharmacy.

How many dosing stations will occupy the site?

Response: The facility plans to have two dosing stations, but only one will
be open initially. As treatment numbers grow, the second one will be
opened to meet the demand.

What is a telecom closet?

Response: The telecom closet will house telecommunications and
communications equipment such as the phone and security system.

The lease is for 5,600 SF. The floor plan totals 2,880 SF. Is the remaining SF in a lower
level? If so, what will it be used for?

Response: The remaining square footage is in a basement level and will not
be used as anything other than storage and/or empty space initially. It will
not be accessible to anyone other than a few staff people and it will be kept
secured to ensure there is no inadvertent access.

Please clarify if there will be staff restrooms.

Response: When the facility is initially opened, there will be no staff
restrooms. There will be 2 restrooms that are unisex. After the facility
begins to expand and treat additional patients to the point that it needs to
open the planned second dosing station, the applicant anticipates that it will
be necessary to add a staff restroom at that point.

Please clarify if there will be an outside terrace or a smoking area.
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Response: As this is a health care facility, the applicant will discourage
employees and others from smoking and the facility itself will be smoke-
free. The applicant does not plan to offer a smoking area for patients and/or
the public. The Applicant will enforce a “No Loitering” policy on site.
Patients are expected to leave the premises upon receiving treatment
services unless they have specific treatment related business.

Please label dosing stations and submit a revised floor plan.
Response: Please see attached a revised floor plan with the dosing stations

labelled, included as Attachment Section A, Applicant Profile, I[tem 6B.2
Floor Plan.

Please clarify if the applicant can expand if needed at the proposed site.

Response: The applicant will have space for two dosing stations, but will
only utilize one until such time as the second is needed. Therefore, the
applicant has anticipated and planned for expansion.

What type of security will be available on-site?

Response: As the safety and security of staff, patients and the community
are of the utmost importance to the applicant, the facility will feature a full
security system with motion detectors, door alarms and panic buttons at
both the administrative assistant desk and in the pharmacy. Security
cameras will also record the interior of the facility, including the pharmacy,
safes and dosing windows and all parking areas. The cameras are available
to be viewed on cell phone or remotely via computer or tablet. They will also
be monitored by the Administrative Assistant, Program Director and other
individuals as identified. The Drug Enforcement Agency will also conduct
regular inspections to ensure fully functioning operations. The Applicant
will also contract with a security agency for the provision of security
services to further ensure the safety of patients, staff and the community.
The Applicant will also enforce a “No Loitering” policy on site. Patients are
expected to leave the premises upon receiving treatment services unless
they have specific treatment related business.

It is noted ETHRA transportation serves Eastern Tennessee. However, the letter from
ETHRA dated June 26, 2018 in the attachment indicates transportation is provided to 4
of the 7 counties in the proposed 7 county service area. How will the remaining 3
Counties be covered?
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Response: ETHRA offers public transportation that can be scheduled. The
applicant was identifying public transportation that is available. This is the
only public transportation available in the service area, and as has been
pointed out, it does not cover all counties in the applicant’s service area.
Generally, people travel by car to receive treatment. The applicant would
anticipate that the overwhelming majority of its patients would travel by
car.

Does ETHRA provide transportation services for early dosing hours and does the driver
wait during the dosing to provide transport back home?

Response: Just as in any other form of public transportation, ETHRA does
not wait for the patients to be finished; it has scheduled drop-off and pick-
up times for those patients who would choose to use it.

Has there been any discussions with ETHRA concerning the possibility of transporting
NRMTF patients?

Response: As evidenced by the letter received by ETHRA and included in
the original application, the applicant has discussed transport for its
patients with ETHRA.

7. Section A, Project Details, Item 12, Square Footage and Cost Per Square
Footage Chart, Page 15

Please complete the Square Footage and Cost Per Square Footage Chart and submit a
replacement page 15 (labeled as 15R).

Response: Based on square footage of 2,880 square feet and renovation
costs of $220,000, the cost per square foot is $76.39. Included as
Attachment Section A, Project Details, Item 12 is replacement page 15.
Please note that the revised square footage chart does not include a quartile
range as the HSDA does not report data for similar facilities. The project
cost per square foot is less than the first quartile of costs for renovated
hospital construction and less than the third quartile for renovated nursing
home construction, which are the only renovated construction numbers
reported on the website.
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Section B, Need, Item 1. (NRMTF, Need, #1), Page 18

Please contact the General Counsel for the Tennessee Department of Mental Health and
Substance Abuse Services and officially request the aggregate number by county of
persons addicted to heroin or other opioid drugs presently under treatment in
methadone and other substitution-based treatment programs.

Response: The applicant requested this information, and the response
received indicated that, “TDMHSAS does not have readily available records
or data related to the aggregate number by county of persons addicted to
heroin or other opioid drugs presently under treatment in methadone or
other substitution based treatment programs. Specifically, TDMHSAS does
not track patient numbers for other substitution-based treatment programs.

. . TDMHSAS has however provided the data we do have available as
related to patient county of residence for each of these three [Tennessee
located] facilities as of July 7/17/2018.” Such data is located in the table in
response to supplemental question 14.

Section B, Need, Item 1. (NRMTF, Need, #1, #6 Existing Capacity), Page 22

It is noted the applicant refers to Attachment B, Need-OTPs and Buprenorphine
Providers. However, the attachment is labeled as Attachment C, Need-OTP and
Buprenorphine Providers. Please provide a corrected attachment cover sheet.

Response: Please see the corrected attachment cover shect included with
these supplemental responses.

How many of the listed buprenorphine providers are contracted with TennCare Managed
Care Organizations?

Response: The applicant is unable to provide this data as it is not publicly
available. The applicant has contacted a number of the providers to
determine whether or not they are contracted with TennCare Managed Care
Organizations. For the most part, it would appear that they are not
contracted with any payers, with the sole exception of Women’s Center of
Greeneville. This group provides OB services, so treats pregnant women
who are addicted to opioids. If these providers are not receiving payment
from any payers, then the applicant is left to assume that payment for
buprenorphine services is generally cash only. The physicians listed by
SAMSHA may not be accepting new patients, or even currently seeing
patients. To the best of the applicant’s knowledge, there are no public
registry reporting requirements for buprenorphine providers in Tennessee
that confirm TennCare enrollment or capacity and reflect current caseloads,
access, payment, and any applicable waiting lists. It is important to note
that Methadone Maintenance Treatment (MMT) is not a TennCare covered
service for adults over the age of 21. MMT is a covered service for enrollees
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between 18 and 20 years of age. MMT does not compete with
buprenorphine as a treatment option, but is a different treatment option
that is also acceptable.

Section B, Need, Item 1. (NRMTF, Relationship to Existing Applicable
Plans), Pages 24 and 25

The applicant cites the Tennessee Department of Mental Health and Substance Abuse
Services (TDMHSAS) report Prescription for Success: Statewide Strategies to Prevent
and Treat the Prescription Drug Abuse Epidemic in Tennessee. Specifically, how are
NRMTF facilities that administers methadone specifically referenced in the report as
part of a statewide plan?

Response: NRMTF facilities are mentioned as a type of Medication Assisted
Therapy (MAT) in this report. MAT is listed on page 6 under the Summary
of Current Efforts to Combat the Prescription Drug Epidemic in Tennessee
under the options for treatment under the Mental Health and Substance
Abuse Services. MAT is described as the use of medications, in combination
with counseling and behavioral therapies, to provide a whole-patient
approach to the treatment of substance us disorders. Research shows that
when treating substance-use disorders, a combination of medication and
behavioral therapies is most successful. MAT is clinically driven with a
focus on individualized patient care. See p. 39 of report, information taken
from http://dpt.samhsa.gov/patients/mat.aspx. The report goes on to say
that the Division of Substance Abuse Services assumed responsibility for
oversight of Tennessee’s Opioid Treatment Programs (also known as
“medication assisted treatment programs” on April 1, 2008. The State
Opioid Treatment Authority within the DMHSAS is responsible for program
oversight and clinical assistance as well as administrative, medical, and
pharmaceutical oversight to ensure that opioid addiction treatment is
provided at an optimal level. At the time of the report, Tennessee had
twelve for-profit methadone clinics. A non-profit methadone clinic was
added in 2017.

Please clarify if there are any local county plans that include prevention and treatment of
opioid abuse.

Response: The TDMHSAS supports the work of Community Prevention
Coalitions; there are 37 counties in Tennessee that have such coalitions. In
the applicant’s service area, Jefferson and Hamblen Counties have
Community Prevention Coalitions. Community Prevention Coalitions focus
on environmental prevention strategies, such as public awareness
campaigns; public policy development; and work with law enforcement; to
create an environment in which people are less likely to misuse or abuse
substances; rather than programmatic, one-on-one work. The applicant
also found references for 3 of the counties that are helpful in identifying
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opioid abuse as a significant issue, and one where methadone treatment is
specifically mentioned:

Cocke County

The CDC released a report that determined opioid milligrams p/capita annually for
counties across the US. Three Tennessee counties are in the top twenty nationally,
including Cocke County.
https://www.wate.com/news/local-news/3-tennessee-counties-on-cde-monthly-report-
on-opioid-prescriptions/834523727

Cocke County Drug Overdoses Information, TN.GOV
hitps: //www.tn.gov/content/dam/tn/health/documents/Cocke Brief15.pdf

Jefferson County

For small-town Tennessee judge, opioid crisis is personal, TENNESSEAN

Note: Does not mention MAT or methadone but profiles opioid crisis from Dandridge,
TN Judge’s perspective.
hitps://www.lennessean.com/story/news/crime/2017/02/04/small-town-tennessee-
judge-opioid-crisis-personal/95359050/

Hamblen County

Hamblen County, Tennessee Health Assessment, HAMBLEN COUNTY GOV'T/NON-PROFITS
“Methadone treatment has been shown to increase participation in behavioral therapy
and decrease both drug use and criminal behavior. However, individual treatment
outcomes depend on the extent and nature of the patient’s problems, the
appropriateness of treatment and related services used to address those problems, and
the quality of interaction between the patient and his or her treatment providers.”
https://www.morristownhamblen.com/wpcontent/uploads/sites/9/2016/03/Hamblen-
HNA-Final.pdf

Please indicate if there are any Drug Free Coalitions in each of the proposed 7 county
service area. Are there any letters of support from those entities?

Response: Grainger, Hamblen, Hawkins, Jefferson and Sevier Counties
have drug free coalitions. As stated previously, the applicant has not begun
to contact local area agencies or providers and does not plan to do so until
the application has been deemed complete. The applicant will submit
letters of support prior to the HSDA hearing.

Section B, Need, Item 1. (NRMTF, Relationship to Existing Plans), Page 25

The applicant notes if a TennCare MCO sends the applicant a qualified TennCare patient
to receive methadone treatment, then the treatment will be provided free of charge.
Please clarify how many charity patients this arrangement will represent in Year One.
Also, please clarify if charity care for TennCare enrollees will only occur if referred from
a TennCare MCO.
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Response: The applicant anticipates that very few TennCare or indigent
patients will present for treatment. Those it accepts for treatment will be
treated either free of charge or with a payment arrangement. The applicant
estimates 10-15 patients per year will be considered charity care and/or
receive financial assistance. Referrals from a TennCare MCO will not be
necessary in order for the TennCare enrollees to receive carc.

Explain whether Federal law/rules limit or otherwise affect your ability to provide
charity care.

Response: No.
What is an OUD?

Response: Opioid Use Disorder.

Section B, Need, Item 1. (NRMTF, Long Range Development Plans), Page 26

It is noted the applicant’s experience includes starting four OTP facilities from the
ground up? Where are these OTP facilities located and did they each require a
Certificate of Need?

Response: Dr. Richard Sherman started four OTP facilities from the ground
up. One of them has been sold, so only three are owned in part by Dr.
Sherman; these 3 are listed in response to Question 3 above. Three of them
required a CON prior to being implemented. The three which required
CON's were Southwest Carolina Treatment Center, Palmetto Carolina
Treatment Center and Center of Hope of Myrtle Beach (which was sold last
year). All of these are located in South Carolina. The 4t OTP is located in
North Carolina.

Section B, Need Item D.1, Page 29

The table on page 29 is noted. Please clarify if the current year (CY) is 2018 and
projected year (PY) is 2022. If not, please revise the table and include 2018 (CY) and
2022 (PY). Also, please include the median age, median household income, persons
below poverty level, and person below poverty level as a % of total for the proposed
service area.

Response: The revised table, included as Attachment Section B, Need, D-
1(b), revised page 29, reflects current year data for 2018 and the projected
year for 2022,
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14.Section B. Need, Item E (Existing Clinics’ Utilization), Page 30

Please complete the following chart from data from the Tennessee Department of Mental
Health and Substance Abuse Services and external sources for the previous three years of
utilization at the following clinics. Please also provide the source(s) of utilization
information.

Response: The North Carolina Division of Mental Health, Developmental
Disabilities, & Substance Abuse Services reports that it does not keep data
related to the table below, and, therefore, such data is not publically
available. The only data it keeps relates to NC Medicaid patients seen at a
facility. In addition, TDMHSAS does not have records or data related to any
out-of-state facility, individual visits at any facility, or readily available data
related to patient counties of residence for 2015, 2016, or 2017. Please note
that the notation “N/A” below should be read as “Not Available” as opposed

to “Not Applicable.”
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2016 Patients (Pts) 1,119 1,036 N/A N/A N/A| N/Al N/Al N/Al N/Al N/A
2017 Patients (Pts) 1,085 1,029 100 N/A| N/Al N/A| N/A| N/Al N/A] N/A
2015 Visits N/A| NjJAl  N/A| N/A| N/A| NJ/A| N/A| N/Al  N/Al N/A
2016 Visits N/A N/A| N/Al N/Al N/Al N/A| N/A] N/Al  N/A| N/A
2017 Visits N/Al  N/A| N/A N/A| N/A| N/A| N/A| N/A| N/Al N/A
2015 Pts from 7 county
__proposed Service Area N/A N/A)| N/A| N/A] N/Al N/A| N/A| N/Al  N/A N/A
2016 Pts from 7 county
service Area N/A N/A| N/Al N/Al N/A| N/A| N/Al N/Al N/A| N/A
2017 Pts 7 county
proposed Service Area N/A| N/A N/A| N/Al N/Al N/A| N/Al N/Al  N/A N/A
Waiting List as of July
19, 2018 None| None None| N/A| N/Al N/A| N/Al N/Al  N/A] N/A
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Please complete the following table indicating the current number of patients from the
proposed 7 county service area, by County, that were served by in state and out of state
bordering methadone providers in 2017. The applicant will either need to contact the
providers listed below directly, or the North Carolina State Opioid Authority and the
Tennessee Department of Mental Health and Substance Abuse Services to obtain the
data.

Response: The applicant requested data from TDMHSAS and the North
Carolina Division of Mental Health, Developmental Disabilities, &
Substance Abuse Services to complete the following table, but it was
reported as unavailable. Specifically, TDMHSAS stated that, “TDMHSAS
does not have readily available records or data related to the current
number of patients from the proposed 7 county service area, by County, that
were served by in-state and out-of-state bordering methadone providers in
2017. As stated above, TDMHSAS does not have records or data related to
any out-of-state facility, thus we cannot provide information related to rows
5 through 11. Additionally, TDMHSAS does not have readily accessible data
related to patient county of residence per facility for 2017.” Please note that
the notation “N/A” below should be read as “Not Available” as opposed to
“Not Applicable.”

Cocke | Grainger | Green Hamblen | Hawkins | Jefferson | Sevier | Total
Knoxville BHG, Citgo Street N/A N/A N/A N/A N/A N/A N/A N/A
Knoxville BHG, Rossville
Blvd. N/A|  N/A N/A N/A N/A N/A N/A |  N/A
Overmountain Recovery,
Johnson City, TN N/A N/A N/A N/A N/A N/A N/A |  N/A
BHG Clyde, 414 Hospital
Drive, Clyde, NC N/A N/A N/A N/A  N/A | N/A N/A | N/A
BHG XXXVI, Asheville, NC N/A N/A N/A N/A N/A N/A| N/A| N/A
Western Carolina Treatment
Ctr.,
Asheville, NC N/A N/A N/A N/A N/A N/A N/A N/A
Asheville Comprehensive
Treatment Ctr., Asheville, NC N/A N/A N/A N/A N/A N/A N/A N/A
Crossroads Asheville, 6
Roberts Asheville, NC N/A N/A N/A N/A N/A N/A N/A N/A
Katharos Sanctuary, 370 N.
Louisiana Ave., Asheville, NC N/A N/A N/A N/A N/A N/A N/A N/A
Crossroads Treatment
Center of
Weaverville, NC N/A N/A N/A N/A N/A|  N/A N/A N/A
Total N/A N/A N/A N/A N/A N/A N/A N/A
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15.

TDMHSAS did provide information for the following chart, which includes a
list of all patients’ most recent county of residence provided in 2017 for all
methadone treatment facilities in Tennessee. This data is for patients
treated from January 1, 2017 to December 31, 2017.

County Name Patient Count
Cocke 16
Grainger 34 .
Greene 6
Hamblen 52 o
Hawkins 17
Jefferson _ 52

Sevier 145
Total 322

Section B. Need, Item F, Page 30

It is noted the projections of 235 in Year One and 349 in Year Two is based on estimates
of the number of adults using pain relievers for non-medical purposes and the number of
adults who are users in the service area. Please provide detailed calculations or
documentation from referral sources, and identification of all assumptions to support
Year One and Year Two projections.

Response: The applicant is not aware of any evidence-based studies that
establish the portion of opiate addicted individuals who need methadone
instead of buprenorphine for treatment. Per SAMSHA, patients may switch
from methadone to buprenorphine treatment, but because the two
medications are so different, patients may not always be satisfied with the
results. Studies indicate that buprenorphine is unlikely to be as effective as
more optimal-dose methadone; it may not be the treatment of choice for
patients with high levels of physical dependency. Patients receiving
buprenorphine can possibly be switched to methadone, should this option
become available to them. The clinical determination of which is more
appropriate is based on the clinical judgment evaluating the patient’s
individual situation. Without a better understanding of the patient’s
addiction and other clinical factors, it is impossible to estimate which
patients are appropriate for methadone instead of buprenorphine. Both of
these treatment options are necessary to combat the epidemic of opioid
addiction.

As stated in the application, according to the TDMHSAS 2014 report:
Prescription for Success: Statewide Strategies to Prevent and Treat the
Prescription Drug Abuse Epidemic in Tennessee, it is estimated that of the
4,850,000 adults in Tennessee, 221,000 or 4.56 have used pain relievers,
also known as prescription opioids, in the past year for non-medical
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purposes. Of this number, 69,100 or 31% are estimated to be addicted to
prescription opioids and require treatment for prescription opioid abuse. It
is estimated that .4% of adults use heroin.

For the applicant’s service area, this means that in 2018, there are 14,188
adults who have used pain relievers in the past year for non-medical
purposes, and of those 4,400 are addicted to prescription opioids and
require treatment for prescription opioid abuse. In 2022, these numbers
increase to 14,623 and 4,533. For the applicant’s service area, the number of
adults who currently use heroin is estimated to be 1,245.

The tables below identify the number of drug related arrests due to heroin
or other opioids, and the hospital discharges for heroin and other opioid
drug-related poisonings. Opioid-related arrests are the highest in East
Tennessee. Hospitalizations for heroin poisonings are higher in West
Tennessee while opioid poisonings are higher in East Tennessee. While
these statistics do not necessarily correlate to a specific numerical need for
treatment options, they support that the epidemic is especially significant in
East Tennessee.

DRUG RELATED ARRESTS
2015-2016
County Heroin Related Arre.st Rate Opioid Related Arrest Rate
(per 10k Population) (per 10k Population)

—(ibcke . o 1.1-2.5 - i5_.1-g

Grainger < 5 people 7.6-15

Greene 1.1-2.5 ) 15.15

_Hamblen .51-1 15.1—25_

Hawkins < 5 people i i 7_.6—1;
. JefferS(_)n 51-1 - 15.1_—2;H

Sevier 2.5-7 1 : 1_5.1—25_'
_Source: Ell_en Omohundro, PhD, Tennessee Department of Mental Health an_(i _Sut_)stz;n_ce_Abuse Services, He;ogl_

Indicators Report Highlights, March 2017; Taken from the Tennessee Bureau of Investigation (TBI) CIIS Support
Center, 2009-2016.
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HOSPITAL DISCHARGE DATA FOR DRUG-RELATED POISONING
2012-2014
- - B Hosf)it;ﬂ -Dgcilaréés For ngital Dischal_'ges For
County Heroin Poisonings Opioid Poisonings
(per 10k Population) (per 10k Population)
Cocke - 0 = - 12.4_—15.4_
Grainger 0 - 9._7—12?
Greene ) 0.00-0.35 ) 9.7-12.3
Hambleﬂ 0.00-0.35 12.4-15.4
Hawkins o 0 9.7-12.3
Jefferson 0.00-0.35 9.7-12.3
Sevier ) 0.00-0.35 —7.5—9.6

Notes. The data represents all outpatient (emergency room visits and 23 hour observations) and inpatient (stays of
24 hours or longer) hospital discharges of Tennessee residents.

Source:

Ellen Omohundro, PhD, Tennessee Department of Mental Health and Substance Abuse Services, Heroin

Indicators Report Highlights, March 2017.

16.

Information from TDMHSAS shows that there were 322 patients from the
applicant’s service area who received treatment at methadone treatment
facilities in Tennessee in 2017. It is unknown the number of patients who
are receiving buprenorphine treatment in the applicant’s service area.
Given the estimate listed above of 4,400 people currently addicted to
opioids and the low number who received treatment in 2017, the applicant
should easily be able to treat its projections of 235 and 349 patients the first
two years of operation.

Please indicate if the proposed facility will adequately handle 349 patients by Year 2 of
the proposed project in a 2,880 SF facility.

Response: Yes. With two dosing stations, the applicant can increase the
number of patients significantly over the projected numbers should it need
to do so.

Section B, Economic Feasibility, Item B (Project Costs Chart), Page 32
The architect's letter is noted. However, please clarify if the lower level (remaining
2,880 SF) of the proposed site will meet all applicable federal, state, and local building

codes and standards in an un-renovated state.

Response: The lower level of the site will meet all applicable federal, state,
and local building codes and standards in an un-renovated state.
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17.

18.

Will the applicant continue to lease the building from the building owner even if the
owner of the building may be one of the applicant’s owners. If yes, please note that the
project cost should be based on the fair market value of the building or the lease expense
over the initial term of the lease whichever is higher.

Response: The applicant will lease the building whether the owner of the
building is one of the applicant’s owners or not. The applicant included the
fair market value of the building in the Project Costs Chart, as that is higher
than the lease expense.

With that understanding please make any necessary changes to the Project Cost Chart, if
applicable.

Response: Based on the response included above, no changes are necessary.

Section B, Economic Feasibility, Item B, Funding, Page 33

Please provide a letter from a banking institution, Certified Public Account, etc. that
demonstrates financial resources and/or reserves for Yon Mizrahi to fund the proposed
project.

Response: Please see letter for Yona Mizrahi included as Attachment
Section B, Economic Feasibility, Item B.

Please provide a signed letter from each contributing owner of their commitment to fund
the proposed project equal to the stated proposed contribution amount.

Response: Each contributing owner requested the financial information
referenced in the first part of this Question 17 to demonstrate their financial
ability because they are willing and planning to contribute their stated
proposed contribution amount. Enclosed with these supplementals as
Attachment Section B, Economic Feasibility, Item B, are letters for all of the
owners with the exception of Dr. Loyd. Dr. Loyd is currently traveling out of
the country and cannot be reached. Because he has already demonstrated
his commitment and furnished information on his financial ability for this
commitment, an additional letter should not be necessary.

Section B, Economic Feasibility, Item D, Page 37

The total Year One non-operating expenses in the amount of $53,496 appears to be
incorrect. The corrected amount may need to be revised on the top of page 40 in the
narrative because of any changes in the negative cash flow amount in Year One in the
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Projected Data Chart. Also, please specify if the utilization of 234 and 349 in Year One
and Year Two represents patients. Please correct and submit a replacement Projected
Data Chart and if necessary page 40.

Response: Please see revised Projected Data Chart included as Attachment
Section B, Economic Feasibility, Item D replacement page 37-38 and
replacement page 40

It is noted $292.31 is designated for Provisions for Bad Debt in Year Two. However,
please clarify the reason as a percentage of gross operating revenue ($1,461,526) the
amount appears low.

Response: The amount is low because generally the facility receives
payment on a cash basis, or patients receive care on a charity care basis.
Because of the way payment for treatment works, there is generally only a
negligible amount of bad debt.

Please clarify if female patients who become pregnant and cannot afford treatment
services will receive free treatment as charity care patients.

Response: Generally, pregnant female patients receive treatment while
pregnant, regardless of ability to pay. Payment is deferred during the
pregnancy. After the baby is born, a payment plan will be established for the
patient to pay back at least a portion of the cost of care received. Patient
engagement is a critical component of a successful treatment plan. Patients
who are financially invested in their treatment are more likely to fully
participate.

Please clarify if the applicant will refuse to accept patients who are unable to pay for
services.

Response: When patients present at the facility, they are evaluated on the
basis of appropriateness of treatment, whether or not they have
transportation to get to treatment and their ability to pay. The applicant
anticipates that few patients will appear who will be turned down for
treatment for inability to pay for such treatment. Patients will generally be
stabilized, regardless of the ability to pay, and may then be referred to
appropriate county and state agencies.
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19.

20.

Section B, Economic Feasibility, Item E, Page 39

The gross charge of $15/day is noted. However, at $15.00 a day the weekly total is
$105.00 not $95.00. Please clarify.

Response: Patients who pay for 7 days of treatment in advance receive a
discounted weekly rate.

Please identify the project’s average gross charge, average deduction from operating
revenue, and average net charge using information from the projected data chart for
Year One and Year Two and submit a replacement page 39.

Response: Because there are no outside payer sources, there are no
deductions from operating revenue and therefore the gross and the net
charge are the same.

Section B, Orderly Development, Item H, Page 41

The staffing table on page 42 is noted. However, please complete the non-patient care
position section and the area wide/statewide average wage column and submit a
replacement page 42 (labeled as 42R).

Response: Included as Attachment Section B, Orderly Development, Item H
is replacement page 42-R revising the non-patient care position section and
the area wide/statewide average column.

The .5 FTE Medical Director position is noted. However, is it realistic to retain a Medical
Director at $46,000 in Year One and Year Two?

Response: Yes, in the applicant’s experience, this amount is consistent with
payment in the industry. The medical director will receive $90/hour for the
amount of time spent at the facility.

Please describe the typical expected interaction between a typical patient and physician
at the proposed facility, to include the amount of time at the initial visits and all
subsequent visits, as well as the scope of care provided.

Response: The physician participates in the initial intake of the patient,
which can be 20 minutes or longer. The physician follows up within 9o days
of intake and as medically indicated. These follow up visits may be 10-15
minutes or longer. There is not a particular schedule, but the time the
physician spends with patients is based on the individual needs of a
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21.

22

particular patient. A physician is required to spend one hour for every 35
patients per week according to the Tennessee regulations for the operation
of an opioid treatment program.

Section B, Orderly Development, Item D (Accreditation) and D.2 (Surveys),
Page 46

Please describe CARF accreditation and why it was chosen over being accredited by The
Join Commission.

Response: Established in 1966, CARF International is an independent,
nonprofit accreditor of health and human services providers in the areas of
Behavioral Health, Child and Youth Services, Opioid Treatment Programs
and others. CARF accreditation signals a service provider's commitment to
continually improving services, encouraging feedback, and serving the
community. CARF standards are developed through a consultative, peer-
review process that grounds them in provider realities. CARF surveyors do
not focus solely on organizational documents and policies, but instead focus
on what is unique to CARF and that is that the persons served mirror what is
being done organizationally. In addition, CARF provides education for the
industry.

CARF is generally considered the industry standard, having been in
existence more than 50 years. The other facilities in which Dr. Sherman has
an ownership interest are also CARF accredited, as is East Tennessece
Hcalthcare Holdings, Inc., the one approved for Mountain States Health
Alliance in Washington County, Tennessee.

Please provide a copy of the latest regulatory licensure survey of all OTP’s owned by any
owner of New Hope Treatment Center of 5% or more.

Response: Please see Attachment Section B, Orderly Development, Item D.2
(Surveys), for surveys for the three facilities in which Dr. Sherman has an
ownership interest.

.Section B, Orderly Development, Item E, Page 47

Please complete the following chart for each owner of New Hope Treatment Center with
ownership of 5% or more (please list the full name of each owner).
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Response:
Owner  Full License or License or Licensing Board
Name Certification Type Certification State Certifications
#

Richard Doctor of Osteopathic -
Sherman, DO Medicine, Family South

Practitioner | #344 Carolina N/A
Dr. Stephen | Medical Doctor, -
Loyd, MD Internal Medicine #34545 Tennessee N/A
Pamela South R
Whitmire, PIC [ N/A - #5431 Carolina - N/A
Yona Mizhari N/A N/A N/A - N/A
Joy Bailley N/A N/A N/A o N/A
Amy Shroyer | N/A N/A N/A N/A

23.Notification Requirements

Please note that Tennessee Code Annotated 68-11-1607(c)(3) states that “...Within ten
(10) days of filing an application for a nonresidential methadone treatment facility with
the agency, the applicant shall send a notice to the county executive of the county in
which the facility is proposed to be located, the member of the House of Representatives
and the Senator of the General Assembly representing the district in which the facility is
proposed to be located, and to the mayor of the municipality, if the facility is proposed to
be located within the corporate boundaries of a municipality, by certified mail, return
receipt requested, informing such officials that an application for a nonresidential
methadone treatment facility has been filed with the agency by the applicant.”

Please provide documentation that these notification requirements have been met.

Response: Please see attached a copy of the letters sent to the appropriate
elected officials, along with the certified mail receipts.
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Please contact me at 615-850-8722 or by email at Kim.Looney@wallerlaw.com if you
have any questions.

Sincerely,

Kim Harvey Looney
KHL:lag
Enclosures
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Waller Lansden Dortch & Davis, LLP



Supplemental #1
July 26, 2018
12:11 P.M.

Attachment Section A, Applicant Profile, Item 4.A

Replacement Page 10

4835-6978-5198.1



Supplemental #1
4. SECTION A: PROJECT DETAILS July 26, 2018
12:11 P.M.

A. Owner of the Facility, Agency or Institution

New Hope Treatment Center of Tennessee, LLC 865-527-1250
Name Phone Number
135 Fox and Hound Way Cocke
Street or Route County
Newport Tennessee 37821
City State Zip Code
B. Type of Ownership of Control (Check One)

A. Sole Proprietorship F. Government (State of TN

B Partnership or Political Subdivision)

C. Limited Partnership G. Joint Venture

D. Corporation (For Profit) H. Limited Liability Company X

E Corporation (Not-for-Profit) I Other (Specify)

Attach a copy of the partnership agreement, or corporate charter and certificate of corporate
existence. Please provide documentation of the active status of the entity from the Tennessee
Secretary of State’'s web-site at hitps:/tnbear.tn.gow/ECommerce/FilingSearch.aspx. Attachment
Section A-4A.

Response: See copy of organizational documents and organizational chart included as Attachment
Section A-4A.

Describe the existing or proposed ownership structure of the applicant, including an ownership
structure organizational chart. Explain the corporate structure and the manner in which all entities of
the ownership structure relate to the applicant. As applicable, identify the members of the ownership
entity and each member’s percentage of ownership, for those members with 5% ownership (direct or
indirect) interest.

5. Name of Management/Operating Entity (If Applicable)

Not applicable

Name
Street or Route County
City State Zip Code

Website address:

For new facilities or existing facilities without a current management agreement, attach a copy of

a draft management agreement that at least includes the anticipated scope of management services

to be provided, the anticipated term of the agreement, and the anticipated management fee payment
methodology and schedule. For facilities with existing management agreements, attach a copy of the
fully executed final contract. Attachment Section A-5.

Page 10-R
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Stephen Loyd, M.D.

I am an Internal Medicine Physician living in Johnson City, Tennessee. I have lived in Johnson
City my entire life. I earned a Bachelor of Arts degree in Biology from the University of
Tennessee in 1989 and a Doctor of Medicine Degree from the Quillen College of Medicine at
East Tennessee State University in 1999. I completed an internship and residency in Internal
Medicine at the Quillen College of Medicine in 2001 and I have been on the faculty of that same
institution ever since. I am currently an Associate Professor of Internal Medicine. I became
board certified in Internal Medicine in 2005. I became addicted to opiate painkillers and
benzodiazepines during my residency and was fortunate enough to get treatment for my
addictive disease at Vanderbilt University and the Center for Professional Excellence in
Nashville, Tennessee in 2004. I completed a five-year contract with the Tennessee Medical
Foundation (the physicians health program in the state of Tennessee) in 2009. At the end of that
contract, I voluntarily signed a lifetime contract and T am still in compliance with that contract
as of today. I have never had disciplinary actions by the state medical boards and I have no
entries into the National Practitioners Databank.

I immediately became interested in addiction medicine after my own treatment in 2004. I have
become a national speaker on the proper prescribing of controlled substances and continue in
that role today. I have served as an expert witness for the Federal Government fifteen times in
the past eleven years in cases against doctors for improperly prescribing controlled substances.
In 2014, the Office of National Drug Control Policy (ONDCP) recognized my work with such
organizations as Consumer Watchdog and Drug-Free.org and I was recognized as an Advocated
for Action at The White House in Washington, DC.

My real passion in life is the delivery of care to people suffering from addictive disease. I have a
specialized interest in the treatment of the opioid addicted pregnant patient. My dream is to one
day have the stigma associated with addictive disease be a thing of the past. I believe in the
benefits of medication assisted treatment and its role in saving the lives of those addicted to
opioids. I have made this my life’s work and I was recently hired by the State of Tennessee as the
Medical Director of Addiction Treatment Services and I serve as the ambassador for the state in
the field of opioid addiction treatment.

Richard Sherman, DO

What makes Dr. Richard Sherman qualified to operate New Hope Treatment Center is two-fold.
First, his education and experience as a physician is longstanding. Second, his own experience
with addiction to opiates. He graduated from Des Moines University in 1984 with a Doctor of
Osteopathic Medicine degree and completed residency in 1987 in Family Practice. Following his
residency, he was in private practice for 2 years and returned for a second residency in
Anesthesiology in OH from 1990-1994. Following the completion of his residency, he moved to
South Carolina where he found himself dealing with his own addiction to opiates for about 6
months. Dr. Sherman turned himself in and went to treatment for 18 weeks in Atlanta at a
treatment center (Talbott-Marsh Recovery Center) that specialized in healthcare professionals.
Upon returning from treatment, the hospital system did not feel comfortable allowing him to
return to work so he began volunteering. He volunteered for quite some time and his name
became known in the community. He began his work in opioid treatment programs after
attending the National Institutes on Health consensus statement conference in Washington DC
where he learned of the phenomenal power of medication assisted treatment.
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In 1996, he began working as Medical Director at an Opioid Treatment Program in Greenville,
SC called Piedmont Treatment Center. He worked in that position until 1999 and then went on
to partner in opening Western Carolina Treatment Center in Asheville, NC in February 2000.
Dr. Sherman serves as the Corporate Medical Director for the facility. In 2002, he became a
Member and Medical Director for a facility in Anderson SC called Southwest Carolina Treatment
Center. Center of Hope (Myrtle Beach) opened in 2003 and Dr. Sherman served as the
Corporate Medical Director there as well until the facility was sold last year. Palmetto Carolina
Treatment Center was opened in 2014 and Dr. Sherman is the Managing Member and Corporate
Medical Director there as well.

Throughout the years of his work in Opioid Treatment Programs, Dr. Sherman has also worked
at The Phoenix Center in Greenville SC which provides a range of addiction treatment services
to adolescents & adults including pregnant women.

Dr. Sherman has seen through the years the benefits of medication assisted treatment and has
committed himself to serving as many individuals affected by the opioid use disorder epidemic
as possible.

Joy Bailley

Joy has over two decades of experience in management with expertise in retail, ad sales, finance
and outpatient opioid treatment. She currently serves as Regional Operations Director for
Palmetto Carolina Treatment Center, Southwest Carolina Treatment Center and Western
Carolina Treatment Center and will also do the same for the applicant. For five years now, she
oversees and manages each company’s Human Resources, finances, strategic planning, policies,
performance outcomes, and accreditations. Joy holds her Generalist Certification in Human
Resources, certification in Employee Relations Law and she’s currently working toward her
Society for Human Resource Management Certified Professional (SHRM-CP).

Dr. Pamela Whitmire

Pam has been working in the Medication Assisted Treatment community since October 2010 -
first as the Pharmacist in Charge at Southwest Carolina Treatment Center and then in Spring of
2015, she became the Program Director as well.

Pam’s educational experience began at the Medical University of SC where she earned both her
bachelor’s in pharmacy (1980) and her Master’s in Health Services Administration (1990). She
went on to the university of Florida where she earned her PharmD in 2000.

Pam’s pharmacy experience has ranged from working within a hospital and Hospice setting to
working within an Opioid Treatment Program.

She is certified in Overdose Education & Naloxone Distribution training. She’s held
memberships in American Pharmacy Association, the America Association of Hospital

Pharmacists, and SC Pharmacy Association.

Pam says that seeing patients change their lives and succeed in meeting their goals is one of the
things that she most enjoys from her work.
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Amy Shroyer — Bio

Amy Shroyer has 18 years of counseling experience with more than 17 of those years being work
in an Opioid Treatment Program. Prior to working in an OTP setting, Amy worked with patients
and families at Hospice. Amy earned a Bachelor’s Degree in Psychology from the University of
North Carolina at Asheville in 1999 and a Master’s Degree in Community Agency Counseling
from Western Carolina University in December of 2001. Additionally, she holds credentials
with the North Carolina Substance Abuse Professional Practice Board. Amy earned a Licensed
Clinical Addictions Specialist title on March 11, 2005 by demonstrating competency in the field
of addictions counseling through both a written and an oral examination process. On June 10,
2006, Amy earned certification as a Certified Clinical Supervisor by successfully completing a
written examination process and demonstrating competency in the specialty of clinical
supervision. Amy also became certified with the South Carolina Association of Alcoholism &
Drug Abuse Counselors as a Certified Addictions Counselor — II (CAC-II) in the Fall of 2011.
Amy has worked within an OTP in a Clinical position (Western Carolina Treatment Center)
since September 2000. Since that time, Amy has grown within the organization and has worked
in supervisory positions — the first, Clinical Supervisor from Spring of 2008 to Fall of 2015. In
the Fall of 2015, she transitioned into the Program Director position, bearing responsibility for
the management of a 25-employee staff and a 700-patient facility. Amy is well-versed in State
and Federal regulations as well as the CARF standards of operating an Opioid Treatment
Program. Amy has participated in numerous AATOD (American Association for the Treatment
of Opioid Dependence) conferences, where seminars are specifically tailored on how to provide
best-practice care to patients enrolled in Medication Assisted Treatment. What Amy likes most
about being part of this treatment program is twofold — first, the phenomenal support & trust
she’s received through the years from the leadership to develop her own craft in working with
her team and second — the courage and trust that patients have demonstrated by sharing their
brokenness and vulnerability along their journey.

4850-1687-5118.2
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Authentisign ID: CB85B186-2DC3-4DF7-B42F-05E3C44E7B23

Supplemental #1
July 26, 2018
12:11 P.M.

®

COMMERCIAL AMENDMENT ¢ 1 »

1 Buyer; NEW OUTLOOK LLC &
2. Seller: TIM MCMASTER & JANET MCMASTER
3 Buyer’s Agent: BURLIN ALLEN
4 Listing Agent: BURLIN ALEEN
5  Properfy: 135 FOX AND HOUNDS WAY _NEWEORT TN 37821
6 In consideration of the mutaal covenants herein and other good and valuable consideration;, the recelpt and sufficiency of
7 which is hereby -acknowledged, the parties-agree to amend that certain COMMERCIAL LEAST TO PURCHASE
8§  Agreement with the Date of 04/10/2018 and any incorporated addenda, exhibits or prior amendments
9 (collectively referred to herein as “Agreement”) as follows:
10 * NEW OUTLOOK LLC WILL ASSUME BUYER / TENANT RELATIONSHIP
" FROM NEW HOPE TREATMENT CENTER IN COMMERCIAI, LEASE TO
E PURCHASE AGREEMENT DATED 4/10/18.
14.
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34 This Amendmerit shall bécormie binding when signed by all pasties and shall be incorporated into the Agreement and all other
35 terms and conditiofis of the Agreement shall rémain in full force and effect.
36 The pafty(igs) below) wm acknowledge receipt of'a copy, % mg § W M .
37 Pi _ 2l A A Y. v o,
38 BUYER RICHARD SHERMAN BUYER
a9 }Z at // o'clock gf-am/ 0 pm 7 }D )3 o'clock -ama’ Opm
40 Date Date:
This form is copyrighted and may only be used in redl eslate Iransactions ln which Burlin Allen ‘isdnvolved as.a TAR authorized user.

TENNESSEE  Copyright 2017 © Tennessee Realtors® Version 01/01/2018

REALTORS  CFé65- Gommercigl Amendment {Generlc), Page 1 of 2

Unauthadrized use of the form may result in legal sanclions being brought against the user and should be reiorted to the Tennaessee Associatian of Realtors® at {6186), 321-1477.
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Authentlsign ID: CB85B186-2DC9-4DF7-B42F-05E3C44E7B23

1 The party(ies) below hive signed and acknowledge receipt of a’copy.
— Authenli— Authenti
2 | . ﬁ/{‘ . l ;31_1 NET MCMCASTER
8 | SELLER, Y, MGMRATER SELLER, JANET, MAHASTER
4 at o’¢lock’'m am/ o pm at o’clock o am/ ppm
5 Date Date
6. | The party;{ig'ﬁabilow have signed and acknowledge receipt of a copy.
enl # ° : .
7 _ BURLIN QLLEN REMAX BETWEEN THE LAKES
8 | BUYER'8AGENT:BURLIIN ALLEN FIRM / COMPANY
g ‘at o’clock m-am/ o pm
10 Pate. Address
1| The party(iésybelow have signed and acknowledge receipt of a copy.
BURLIN ALLEN
12 2018 12:45:10 DM ENT REMAX BETWEEN THE LAKES
13 LISTING AGENT BURLIN ALLEN FIRM / COMPANY
14 at .o'clock o am/ mpm
15 Date Address
NOTE: This Jform is proyided: fi_v T._dR to'its:members for their-use in real estate. runsactions and is to-be dsed as is. By-downloading and/or u_.n'ng_ﬂgfrfbrm,
you.agree and-covenant nit to alter, amend, or-edit sald form or its vontents except as where provided in the blank fields; and.agree and avknowledge: that
any such .alteration, amendment or edit of said form is.done at your own risk.: Use of the TAR-logo in vonjunction with.any form other than standardized
forms created by TAR is strictly prohibitéd, This form is subject to periodic. revision and it is the résponsibility of the member t6 usé the most recent
available form.
This form ia copyrighted and may only be useéd In real estale transactions in which Buxlin Allen is jnvalvad as a TAR autherized usar,

Unauthdrized use of the form may.result In legal sanctions being brought againsl the user and should be répontad to:1he Tennessee Assoclation of Realtors® at (615) 321-1477.

Supplemental #1

July 26, 2018
12:11 P.M.
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Authentisign ID: 725A1175-95AE-4413-B41F-FAFTECB26E2D Supplemental #1
July 26, 2018
12:11 P.M.

COMMERCIAL ADDENDUM“ , *»

% Property-Address: 135 ¥ox AND HOUNDS WAY _NEWPORT TN 37821
2 Buygn NEW HOPE TREATMENT CENTER

3 Seller; TEM MCMASTER & JANET MCMASTER-

4  Buyer's.Agent:- BURLEN ATIEN

§  Lisiing Agent:- BURLIN ATLENC

6 Thi¢ ADDENDUM between the undersigried parties is ‘entered into and is effective- as ‘of the Date provided in the
¥ COMMERCIAL LEASE TO PURCHASE Agreemént dated G4/30/2018 for the purpose of
8 changmg. deleting, supplementing or adding tetins to said Agicernent. In consSideration ©of mutual covénants hierein-and other
9

‘gond-and valudble oons:deranon, the receipt aiid sufficiency of which is he:eby ackrowledged, the parties agree as foliows:

:3 * CONTRACT TO BE EXTENDED TO NOVEMBER 26, 2018.

]§ * IF STATE OF TENNESSEE DOES NOT GIVE GERTIFICATE OF NEED

KA APPROVAL ON OCTOBER 26, 2018 THEN THIS CONTRAGT TS NULL AND -VOID.

15

16 * IF STATE OF TENNESSEE DOES GIVE CERTIFICATE OF NEED APPROVAL [V”:]
17 THEN WITHIN 5 DAYS THE BUYERS WILL GIVE SELLER AN ADDITIONAL .
18 $1200.00 LEASE TO PURCHASE -PAYMENT AND BUYERS WILL PROCEED 76

1g, CLOSING OF SUBJECT PROPERTY.

: m
21 .

22 M
25

24

25

26.

27

2

29.

30

31

32

33,

34.

35

36

37

36

39

40

41

42’

43

44

45,

45,  This Addendum is mnade a-pagt of the Agreement as if quoted therein verbatim. Should the.terms of this Addendam:conflict:
47 with-{he terms of the Agreement or ofher documents executed prior to or gtmnltaneous tg the execution of this Addendur,

This form ks copyrighted and may only-he:used in real estala-ransactipns inwhich ‘Burlin allen islnwolved as 2 TAR suthortzed user.
Unauthwn;d use of thé form may I‘esl.llﬂn le_gal sanctens: :being bmdgm_zgq[ns;.um usérand shotiid be feported to the Tennessee Asspciation gfRealors” ay {615} 3211477,
TENNESSEE  Copyright 2017 © Tennessee Reatfors® Version-AT/01/2018

REALTORS  CF633- Comniercial Addendum gGamﬂc},Pa@e‘fufz
Instoretrons




Authentisign ID: 725A1175-35AE-4413-B41F-FAF7ECB26E2D Su ppiemental #1
July 26, 2018
12:11 P.M.

48  theterms of ‘this':Addendurmn shall ‘contiol, anid the conflicting terms are heieby considered deléted and expressly wiived by alt
4% parties. Inall ottier respects, the Agreement shiall remainvin full force and effect. '

50 The party{(ics) below have signed and acknowledge, receipt of 2.copy.
o | il
YHR (/m EOPE @Amz&r CENTER BUYER

By: JOY BAILEY By:
54 Title: _ SEFICE Tiiles
55 Entity: NEW' HOPE TRENTUENT CENTER _ Entity:
56 { ] ﬁ at_fr Z@Fﬁ’ld'c'lock.;r_amf )Q%m at o’clock o-am/ @ pm
57 D%E{ 1 - - Date S
58 The party(ies) below have signed and acknowledge receipt-of 2 copy.

F : Authentiscy

sg I ﬁ%ﬁ HeMCASTER
60 SELT@R016 s0TURNEOHASTER - S 829 AVR ToHCHASTER
61 By: 77 1L AAS T — By:_JAnred e st 45T I
62 Title: OWNER. Title: OWNER
83 Entity: Entity:
B4. . at: o’clock o-am/- o pm at o¢lock o am/ ppm
85 Date; Date
86

&7 | Theparty(ies) below have signed and-acknowledge.receipt of a copy.

68 . 7. N—

68 BUYER’S AGENT BURLIN ALLEN FIRM /. COMPANY REMAX BETWEEN TEE TAKES.
70 &= z7—/K a Z o'clockem/ opm 893 .mWY 11E

71 Dsite Address -JEFFERSON CITY TN, 37760
72

73 | The party(ies) below hiave signed aid acknowledge reéeipt of a copy.

74 = ;-

75 LISTING AGENT BURLIN ALLEN -FIRM / COMPANY SAMB
w | L= 27/ 7 o'clack 2@mf .0 pm _

77 Date Address

NOTE: This form i provided by AR lo s . for. their use in real zdtate fransacriani’and is,po be used gs is. By dovinloading and/or wsiig this form,
you agreeand covepant gt 10 dlter, avlend, or edic said:form or its-contents eitept as where provided in the Aldhk fields, and-agrée and acknowledge it
iany such glteration, amendment or edit of Seid form is done at your own sk, Usefthe TAR:logo I conjunction with any form: ather'thai standarifized
Sorars: ereated by TAR- is, sericlly prohibited; This form.is;subject-to. geriodic vivision amd it is the respoisibility of the miember (9 15e i mos! recent

avaitable form.
iisform B copyfights 54 in.realestale-fransaclions in which Burlin Allen is involyed asa TAR authorized user.
Fﬁﬁ";‘}ﬁﬁiﬁ'ﬁ?ﬁ %&mmeh@ga;nundmahﬁmm againstthe userand should be reparied lo-the Tennessee Assoczation of Realtors® gt {615) 321-1477.
SHTENNESSEE  Gopyright 2017.© Termessee Reaftors” Verslion 04/04/2018

REALTORS CF633 ~ Commercial Addendum {Generic) Page 2 of 2
Instanefromas




Supplemental #1
July 26, 2018
Division of PattiR¥4-Services
Department of State

State of Tennessee
312 Rosa L. Parks AVE, 6th FL
Nashville, TN 37243-1102

Tre Hargett
Secretary of State

New Outlook of South Carolina, LLC July 24, 2018
STE A3

1200 WOODRUFF RD
GREENVILLE, SC 29607-5732

Filing Acknowledgment
Please review the filing information below and notify our office immediately of any discrepancies.

SOS Control #: 000975945 Formation Locale: SOUTH CAROLINA
Filing Type: Limited Liability Company - Foreign Date Formed: 07/11/2018
Filing Date: 07/24/2018 3:41 PM Fiscal Year Close: 12
Status: Active Annual Report Due: 04/01/2019
Duration Term: Perpetual Image #: B0486-8619
Managed By: Manager Managed

Document Receipt
Receipt #: 004206402 Filing Fee: $300.00
Payment-Check/MO - WALLER LANSDEN DORTCH & DAVIS LLP, NASHVILLE, TN $300.00
Registered Agent Address: Principal Address:
C T CORPORATION SYSTEM STE A3
300 MONTVUE RD 1200 WOODRUFF RD
KNOXVILLE, TN 37919-5546 GREENVILLE, SC 29607-5732

Congratulations on the successful filing of your Application for Certificate of Authority for New Outlook of South
Carolina, LL.C in the State of Tennessee which is effective on the date shown above. Please visit the Tennessee
Department of Revenue website (apps.tn.gov/bizreg) to determine your online tax registration requirements. If you
need to obtain a Certificate of Existence for this entity, you can request, pay for, and receive it from our website.

You must file an Annual Report with this office on or before the Annual Report Due Date noted above and maintain a
Registered Office and Registered Agent. Failure to do so will subject the business to Administrative

Dissolution/Revocation.

Tre Hargett
Processed By: Cassandra Bowman Secretary of State

Phone (615) 741-2286 * Fax (615) 741-7310 * Website: http://tnbear.tn.gov/



Supplemental #1 o,

July 26, 2018 &
12:11 P.M. s
APPLICATION FOR CERTIFICATE OF AUTHORITY «

LIMITED LIABILITY COMPANY (ss4233 Page 1 of 2 -

For Office Use Only

Business Services Division
Tre Hargett, Secretary of State

é‘ gy N
State of Tennessee W n N
312 Rosa L, Parks AVE, 6th Fl. 57 "\i &

Nashville, TN 37243-1102 N

(615) 741-2286 N

= 5]

Filing Fee: $50.00 per member =

(minimum fee = $300, maximum fee = $3,000) (44

To The Secretary of the State of Tennessee: "‘
Pursuant to the provisions of T.C.A. §48-248-904 of the Tennessee Revised Limited Liability Company Act, the undersigned hereby -
applles for a certificate of authorilx to transact business in the State of Tennesses, and for that purpose sets forth: ﬁ:

1. The name of the Limited Liablity Company is; New Outlook of South Carolina, LLC

If different, the name under which the certificate of authority is to be obtained is:

n

i

i

NOTE: The Secretary of State of the State of Tennessee may not Issue a certificate of authority to a foreign Limited Liability Company 0
if its name does not comply with the requirements of T.C.A. §48-248-106 of the Tennessee Revised Limited Liability Company Act. If i
abtalning a certificate of authority under an assumed Limited Liability Company name, an application must be filed pursuant to T.C.A. E
§48-249-106(d). '{E
'

u]

L

2. The state or country under whose law itis formed is: South Carolina

4

and the date of its formation is: 0M70 1 /28015 and the date it commenced doing business in Tennessee is: 0: 20 2018

nth  Day nth  Day Yeor
|
NOTE: Additional filing fees and proof of tax clearance confirming good standing may apply if the Limited Liability Company it
commenced doing business in Tennessee prior to the approval of this application. See T.C.A. §48-249-913(d) and T.C.A. 'E
§48-249-905(c) E_l
¥l
3, This company has the additional designation of: ;1[
4, The name and complete address of its registered agent and offlce located In the state of Tennessee is: m
Name: C T Corporation System U
Address: 300 Montvue Rd g
City: Knoxville State: TN Zip Code: 37919-5546 County: Knox p
cf
5. Fiscal Year Close Month; December ﬁ
Lo
6. If the document is not to be effective upon filing by the Secretary of State, the delayed effective date and time is: {Not to exceed 90 days) a
Effective Date: i ! Time: K

Month  Day Year

L¢3
7.The LLC willbe: ] Member Managed [X]Manager Managed []Director Managed []Board Managed [Oother g
el
8. Number of Members at the date of filing: {0
b=
9. Period of Duration: [X] Perpetual [ other I ! i
Month Day Year i
10. The complete address of its principal executive office is: o |
Address: 1200 Woodruff Road, Suite A3 %"
City: Greenville State: South Carolina Zlp Code: 29607 @
|1
Rev. 10/12 RDA 2458 g

TNO63 - 172572018 Wolters Kluwer Online



Supplemental #1

' July 26, 2018
. 12:11 P.M.
R CERTIFICATE OF AUTHORITY:
ITED LIABILITY COMPANY oipssi . . Pagocer2
— - N '.For Office UUse Onl‘y'

Bisiness Services Division
Tre Hargett, Secretary of State-
State of Tennessee
313 Rosa L Packs AVE, Gih Fl,
Nashvillé, T 37243-11G2
(615).741-2286

Filing Fee: $50.00 per member
(minitburh fee = $300, maxifum fee =$3,000)

The name-6fthe Limited. Liability Company is: _N¢W Qutlook of South Carolina, LLC

11. The complete mailing addrass of thé entity (If differeni from the principal offica) is:
Address:

GClty: Slate: Zlp-Code:

12, Non-Profit LLE (required only if'the Addltional Designation af “Non-Profit LLC" Is entared in secflon 3.)
[0 | certify that this-entity. Is:a Non.Profit LLC whose sole:membér Is.a nonprofit corporatlon, forelgn or doimestic, incorporated
under ar subject to.the provislons of the Terinesses Nonprofit-Corporation Act.and wha Is exenipt fram franchise &nd excise
fax as nat-for-profit as:defined/in T.C.A.§67-4:2004. The busingss is disregarded as an-entityfdr federal income tax purposes.

13, Professional LLC (requlred,only If the Additisnal Designation of."Professional LLC™Is entered iy sectlon 3.)
[ 1 certify that this PLLC has one or rore-qualified persans as members-and no disquiallfled. parsons as members of holders:
[ 1 certlly that ihis entify meets the requirement of T.C.A. §48-248-1123(b)(3)

Licensed Professlon:

14."Series LLC (requirad-only'if the Additiona Deslgnatlon of *Series:LLC" Is éntered In sectlon:3,)
[ 1 certify thatithls entlly meats the requirsments of T.C.A. §48-249-308(y
If the provisions of T.C.A. §48-249:308(i) (reldling to foreldt-serles. LLES) epply, thei the Iriformation required by. that section:
should be attached as part of this dogument.

15, Obligatad Member Enflty (list of obligated members:and signatures:must be atfached)

[ This eritity will be reglstered‘as ah Obligated Member Entity (OME)  -Effective Date: . S

11 undaistand that by statyte: THE EXECUTION AND.FILING OF. THIS DOCUMENT WILL GAUSE THE MEMBER(S) TO BE
PERSONALLY LIABLE FOR THE DEBTS, OBLIGATIONS AND LIABILITIES FOR THE LIMITED LIABILITY SOMPANY TO

THE SAME EXTENT AS'A GENERAL PARTNER OF A GENERAL PARTNERSHIP: CONSULT AN ATTORNEY.

6. Other Provislons:

Slgnature
Manager _Richurd L. Sherman
‘Slgrier's Capacity. (if:other than Individual capacity). Name {printed or typed)
Rév, 10/12 RDA 2458

a)
€
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Certificate of Existence
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I, Mark Hammond, Secretary of State of South Carolina Hereby Certify that:

AL B,
i
e,

it
P b

] ,‘"JT i
e

TR Vs T T
o

NEW OUTLOOK, LLC,
a limited liability company duly organized under the laws of the State of South
Carolina on July 11th, 2018, with a duration that is at will, has as of this date filed all
reports due this office, paid all fees, taxes and penalties owed to the State, that the
Secretary of State has not mailed notice to the company that it is subject to being

A

AR T

NNV E

i R

VAR

A

!:“EI

“, dissolved by administrative action pursuant to S.C. Code Ann. §33-44-809, and that j’
’1 the company has not filed articles of termination as of the date hereof.
>

NS
(e,

i

.ﬁ-'"-"
N

w0
SR

A

1':'?‘ fl

i
0

AL

W
i

T ?rl' 5

A

f!'.-'-'ﬁ"'
L
X

Given under my Hand and the Great Seal
of the State of South Carolina this 19th day
of July, 2018.
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Attachment Section A, Applicant Profile, Item 6B.1

Revised Plot Plan

4835-6978-5198.1



Supplemental #1
July 26, 2018
12:11 P.M.

Map for Parcel Address: Fox Hound Way # 135 TN Parcel ID: 046 058.00

COPYRIGHT © 2018 COURTHOUSE RETRIEVAL SYSTEM. ALL RIGHTS RESERVED.
Information Deemed Reliable But Not Guaranteed.
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Attachment Section A, Applicant Profile, Item 6B.2

Revised Floor Plan

4835-6978-5198.1
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Attachment Section A, Project Details, Item 12

Replacement Page 15

4835-6978-5198.1



12. Square Footage and Cost Per Square Footage Chart

Supplemental #1

Proposed Prop_osléﬁ ElnEéI EqE uare Footage
Existing Existing Temporary Final 1211 P.M.
Unit/Department Location SF Location Location Renovated New Total
Entire building N/A 2,880 N/A N/A 2,880
Unit/Department
GSF Sub-Total
Other GSF Total
Total GSF
2,880
*Total Cost
220,000
**Cost Per
Square Foot $76.39
O Below 17 O Below O Below
Quartile 1% Quartile | 1* Quartile
O Between | O Between | 0 Between
1and 2™ | 1%and2™ | 1" and 2™
Cost per Square Foot Is Within Which Range Quartile Quartile Quartile
(For quartile ranges, please refer to the Applicant’s Toolbox on
www. tn.gov/hsda ) O Between | O Between | O Between
2@ and 3¢ | 2and 3® | 2" and 3"
Quartile Quartile Quartile
[0 Above 3@ | I Above | O Above
Quartile | 3 Quartile | 3" Quartile

* The Total Construction Cost should equal the Construction Cost reported on line A5 of the
Project Cost Chart.

** Cost per Square Foot is the construction cost divided by the square feet. Please do not

include contingency costs.
Page 15-R

4839-7910-9742.1
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Attachment Section B, Need
OTPs and Buprenorphine Providers

Corrected Attachment Cover Sheet

4835-6978-5198.1
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Attachment Section B, Need, Item D.1(b)

Revised Population Table

4835-6978-5198.1



D. 1) a)
b)

Supplemental #1

Describe the demographics of the population to be served B\(IW%OEB%'
2

Using current and projected population data from the D@Bz’ﬂﬂngn“of Health, the
most recent enrollee data from the Bureau of TennCare, and demographic
information from the US Census Bureau, complete the following table and include

data for each county in your proposed service area.

Projected Population Data: http://www.tn.gov/health/article/statistics-population

TennCare Enrollment Data: http://www.tn.qgov/tenncare/topic/enroliment-data

Census Bureau Fact Finder: http:/factfinder.census.gov/faces/nav/jsf/pages/index.xhtml

Response: Please see table below. Although the applicant will serve adults 18 and older,
the target adult population listed below is for those adults 20 and over because that is the
age grouping for the department of health population statistics.

Department of Health/Health Statistics Bureau of the Census TennCare
't_é X : ! : ke P
| 1 = °| c c c cw — o "6
g St | 88 |5 |25 |85 |2elzs<l ol t 53 (38 | o, |o=
o 59 T > go | 32 39 s2z308| 2| 2o 38 |oTE| 58 |m8-—
£8 2 22 | 32| 322 | 858 [85|8%°2| = | 8§ 0 35| oL [Q0F
5 5% | &% | B2 | SER | S8R (25|28 £ | T2 | §F 5=kl 52 |5&°
535 Sk =8 | 20 | 85 39 |8.|B88=| 8| §° 2% |ex5| oF |o2
T @ 23 ) T 23 Oaq o 25 = | B o P =
% = ° oo < © © ® @ 2 @ oo £ 1= c
o> < (e e k= N = T w
Cocke
County 35,286 35,291 0.01 27,571 27,922 | 1.27 79.12 | 44.5 31,081 9,081 25.74 11,238 31.85
Grainger
County 23,260 23,590 1.42 18,096 18576 | 2.65 | 78.75| 44.2 | 37,552 4578 | 19.68 5970 | 25.67
Greene
County 69,145 69,977 1.20 54,101 55,081 1.81 78.71 | 44.0 36,711 12,373 17.89 15,585 22.54
Hamblen
County 64,537 65,959 2.20 48,242 49,373 | 2.34 74.85 | 40.5 39,270 13,112 21.32 16,341 25.32
Hawkins
County 56,620 56,520 -0.18 44 217 44,751 1.21 79.18 | 43.8 37.883 10,706 18.91 13,254 23.41
Jefferson
County 54,390 55,894 2.77 41,977 43,436 | 3.43 77.71 | 42.7 43,673 7,724 14.20 12,171 22.38
Sevier
County 99,529 104,986 5.48 76,917 81,5632 6.0 7766 | 42.4 42 586 14,285 14.35 20,849 20.95
Service
Area Total 402,767 412,217 2.35 311,121 320,671 | 3.07 77.79 | 42.9 39,233 71,859 17.84 95,408 23.69
State of
TN Total 6,769,368 | 6,992,559 3.30 | 5077.974 | 5,258,523 | 3.56 | 75.20 | 385 | 46,574 | 1.100.169 | 16.25 | 1418732 | 20.96

* Target Population is population that project will primarily serve. For
ts typically primarily serve the Age 65+ population; projects for child and adolescent psychiatric
cific criteria and standards. If

hospice agency projec
services will serve the Population Ages 0-19. Projected Year is defined in select service-spe

example, nursing home, home health agency,

Projected Year is not defined, default should be four years from current year, e.g., if Current Year is 2016, then default
Projected Year is 2020.

2)

Describe the special needs of the service area population, including health
disparities, the accessibility to consumers, particularly the elderly, women, racial
and ethnic minorities, and low-income groups. Document how the business plans
of the facility will take into consideration the special needs of the service area

population.

4839-7910-9742.1
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To:

Melanie Hill
Executive Director
Tennessee Health Services and Development Agency

Andrew Jackson, 9% Floor
502 Deaderick Street
Nashville, TN 37243

Re:

New Hope Treatment Center Certificate of Need Application(CN1807-034)

Dear Ms, Hill:

This letter is written to confirm that Yona Mizrahi has been a valued client of Wells Fargo Bank, N.A. for
the past 5 years and currently has the financial means on deposit as of today’s date, July 24, 2018 to
fund or make a. $65,000 investment in this project.

If you should have further questions, please give me a call at my office number below.

Sincerely,

Wiy 5o

Sandra Penton

Premier Banker |l

Wells Fargo Bank, Vice-President
404-848-1482(office)
404-539-7851(cell)
Sandra.penton@wellsfargo.com

Together we’ll go far
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July 20, 2018

Melanie Hill

Executive Director

Tennessee Health Services and Development Agency
Andrew Jackson, 9" Floor

502 Deaderick Street

Nashville, TN 37243

Re: New Hope Treatment Center Certificate of Need Application (CN1807-034)

Dear Ms. Hill:

As the holder of an 11 % capital membership interest in New Hope Treatment Center of
Tennessee, LLC, T am hereby committing to fund the proposed project in the amount of a
$65,000 contribution, if the Certificate of Need is granted. As evidenced by the previously
submitted letter, I have sufficient cash and other liquid assets to fund m)y share of the proposed

project.

Sincerely,

[OWNER’S NAME]

YONA  MizeeHL,
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July 20, 2018
Melanie Hill
Executive Director
Tennessee Health Services and Development Agency
Andrew Jackson, g% Floor
502 Deaderick Street

Nashville, TN 37243
Re: New Hope Treatment Center Certificate of Need Application (CN1807-034)
Dear Ms. Hill:
As the holder of an 11 % capital membership interest in New Hope Treatment Center of
Tennessee, LL.C, I am hereby committing to fund the proposed project in the amount of a $65,000

contribution, if the Certificate of Need is granted. As evidenced by the previously submitted letter,
I have sufficient cash and other liquid assets to fund my share of the proposed project.

Pamela A.
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July 20, 2018

Melanie Hill

Executive Director

Tennessee Health Services and Development Agency
Andrew Jackson,.gth Floor

502 Deaderick Street

Nashville, TN 37243

Re: New Hope Tireatment Center Certificate of Need Application (CN1807-034)
Dear Ms, Hill:
As the holder of a 39 % ,capital,members’hip”'interest in New Hope Treatment Center of
Tennessee; LLC, T am hereby committing to fund the proposed project in the amount of a

$240,000 contribution, if the Certificate of Need is granted. As evidenced by the previously
submitted letter, I have sufficient cash and other liquid assets to fund my share of the proposéd

project.
Sinc_ ely,
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Supplemental
PROJECTED DATA CHART July 26, 2018

m'#gtal Facility
o Project Only

Give information for the two (2) years following the completion of this proposal. The fisc§@=hAbBylk in April (Month).

Patients
B. Revenue from Services to Patients
1. Inpatient Services
2. Outpatient Services
3. Emergency Services
4. Other Operating Revenue (Specify)
C. Deductions from Gross Operating Revenue
1. Contractual Adjustments
2. Provision for Charity Care
3. Provisions for Bad Debt

NET OPERATING REVENUE

D. Operating Expenses

1.

Salaries and Wages
a. Direct Patient Care

b. Non-Patient Care

Utilization Data (Specify unit of measure, e.g., 1,000 patient days, 500 visits)-

Gross Operating Revenue

Total Deductions

2. Physician's Salaries and Wages
3.  Supplies
4, Rent
a. Paid to Affiliates
b. Paid to Non-Affiliates
5. Management Fees:
a. Paid to Affiliates
b. Paid to Non-Affiliates
6.  Other Operating Expenses
Total Operating Expenses
E. Earnings Before Interest, Taxes and Depreciation
F. Non-Operating Expenses
1. Taxes
2 Depreciation
3. Interest
4 Other Non-Operating Expenses

NET INCOME (LOSS)

Chart Continues Onfo Next Page

4839-7910-9742.1

Total Non-Operating Expenses

Page 37-R

Year 1

235 349

$ $
$592,344.00 $1,461,526.55
$592,344.00 $1,461,526.55

$ $
$17,770.32 $43,845.80
$118.47 $292.31
$17,888.79 44,138.11
$574,455.21 $1,417,388.44
$303,828.00 $442,196.00
$46,000.00 $48,000.00
$48,775.68 $51,352.68
$27,600.00 $27,600.00
$146,899 $162,669
$573,102.68 $731,817.68
$1,352.53 $685,570.76
$27,746.00 $39,215.00
$15,750.00 $29,880.00
$43,496.00 $69,095.00
($42,143.47) $616,475.76




Supplemental #1

July 26, 2018

NET INCOME (LOSS) $5244°67m $616,475.76
G. Other Deductions
1. Estimated Annual Principal Debt Repayment $ $
2. Annual Capital Expenditure
Total Other Deductions $0.00 $ 0.00
NET BALANCE ($42,143.47) $616,475.76
BEPRECIATION $ 15,750.00 $ 29,880.00
FREE CASH FLOW (Net Balance + Depreciation) ($26,393.47) $646,355.76

PROJECTED DATA CHART-OTHER EXPENSES

o Total Facility
o Project Only

OTHER EXPENSES CATEGORIES Year 1 Year 2
1. Insurance $58,124.00 $91,944.00
2. Licenses/CARF/Dues/Subscription Fees $9,200.00 $500.00
3. Training $4,800.00 $4,950.00
4 Computers/Software $15,000.00 $7,200.00
5. Lab Fees $39,800.00 $40,000.00
6. Repairs/Utilities $8,775.00 $7,875.00
7. Janitorial $3,000.00 $3,000.00
8. Security $1,700.00 $1,200.00
9. Advertising $6,500.00 $6,000.00
Total Other Expenses $ 146,899 $ 162,669
Page 38-R
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Response: The Applicant estimates 235 patients in year one ayg aql@m year two.
The Applicant anticipates a minimal negative free cash flow of In Year 1 and a

positive free cash flow in Year 2 of $646,355.76. As indicated in ’th Ihg letters, those
owners of the Applicant who will provide financial support have the means to fund both the
costs of the project and sufficient cash flow until financial viability is achieved.

2) Net Operating Margin Ratio — Demonstrates how much revenue is left over after all the
variable or operating costs have been paid. The formula for this ratio is: (Earnings before
interest, Taxes, and Depreciation/Net Operating Revenue).

Utilizing information from the Historical and Projected Data Charts please report the net
operating margin ratio trends in the following table:

chciEay Ist Year Projected Projected
Year previous to previous to Current Year Y(i,ar‘] YJa 5
Current Year Current Year =
Net Operating
Margin Ratio N/A N/A N/A 2% 48%

3) Capitalization Ratio (Long-term debt to capitalization) — Measures the proportion of debt

financing in a business’s permanent (Long-term) financing mix. This ratio best measures a
business’s true capital structure because it is not affected by short-term financing decisions.
The formula for this ratio is: (Long-term debt/(Long-term debt/Total Equity (Net assets)) x
100).
For the entity (applicant and/or parent company) that is funding the proposed project please
provide the capitalization ratio using the most recent year available from the funding entity’s
audited balance sheet, if applicable. The Capitalization Ratios are not expected from outside
the company lenders that provide funding.

Response: Not applicable.
capitalization ratio.

The applicant is a new entity and as such has no existing

G. Discuss the project's participation in state and federal revenue programs including a
description of the extent to which Medicare, TennCare/Medicaid and medically indigent
patients will be served by the project. Additionally, report the estimated gross operating
revenue dollar amount and percentage of projected gross operating revenue anticipated by
payor classification for the first year of the project by completing the table below.

Response: The proposed project will not seek certification from Medicare or TennCare.
Medicare patients rarely seek OTP services. While TennCare has a methadone benefit for
enrollees younger than 21, this facility will not serve patients younger than 18.
Consequently, the only eligible TennCare patients would be patients 18-20 years of age and
very few patients in this age range seek treatment based on the experience of the
Applicant's owners. Moreover, the process to become a TennCare provider and contract
with MCOs involves a number of operational issues that place financial and administrative
burdens on a provider. Given the limited number of eligible patients the Applicant would be
treating as a TennCare provider, the Applicant would spend a disproportionate amount of
time negotiating contracts and handling associated administrative tasks. If a TennCare MCO
sends the Applicant a qualified TennCare patient approved to receive methadone the
Applicant will provide treatment services to the patient free of charge as a charity care
patient. Should TennCare provide funding in the future, the Applicant would consider
becoming a TennCare provider for these vital services. Please see the chart below for
payor mix by payor source. Any revenues that might be attributable to TennCare patients
are included in charity care.

Page 40-R
4839-7910-9742.1
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. Projected Average Vflagb TE’ 2@ 'ﬂrea
Position Classification E(eri:::rg FliEs F!I'Es {Con?ractd 111 Pillde/statewide
year) Year 1 Rate) Average Wage
A. Direct Patient Care
Positions
Director N/A 1.0 $60,000/Yr N/A
Director of Nursing (RN) N/A 1.0 $55,0000/Yr $50,000/Yr
Registered Nurse N/A 0.5 $24/Hr $25.28/Hr
Licensed Practical Nurse N/A 0.75 $18/Hr $19.56/Hr
Group Counselor N/A 0.2 $16/Hr $17.17/Hr
Clinical Supervisor N/A 1.0 $45,700/Yr $36,000/Yr
Counselor N/A 1.25 $16/Hr $17.17/Hr
Total Direct Patient
Care Positions N/A 5.70 N/A N/A
B. Non-Patient Care
Positions
Administrator N/A 1.50 $11/Hr $14.79/Hr
Total Non-Patient Care
Positions 1.50
Total Employees
(A+B) 7.20
C. Contractual Staff
Medical Director N/A 0.5 $90/Hr N/A
Total Staff
(A+B+C) 7.7 N/A N/A

I. Describe all alternatives to this project which were considered and discuss the advantages
and disadvantages of each alternative including but not limited to:

1

Discuss the availability of less costly, more effective and/or more efficient alternative
methods of providing the benefits intended by the proposal. If development of such
alternatives is not practicable, justify why not, including reasons as to why they were
rejected.

Response: There are no viable choices for the Applicant other than to proceed with
trying to implement this project. There are buprenorphine providers in the service
area so this treatment alternative is available. As previously cited, the FDA has
approved three drugs for the treatment of opioid dependence: methadone,
buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and
psychosocial support. Everyone who seeks treatment for an OUD should be offered
access to all three options as this allows providers to work with patients to select the
treatment best suited for an individual's needs.?* With no available MAT providers in
the service area, and portions of the service area identified as underserved for this
service, the Applicant felt it had no choice but to step in to help fill the void in
available service options.

There are no MAT providers in the service area. Portions of the service area have
been identified as underserved.
Page 42-R

% https://lwww.fda.gov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092.htm
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12:1

26, 2018
1P.M.

License Number: OTEN-0049 I Audit Form:

PSAD ROV 20161020
Mail Stop: HL- PSAD Outpatient Audit Type: 101 Routine
Location Name: SOUTHWEST CAROLINA TREATMENT CENTER [StartDate: ~ Wednesday, July 26, 2017
Address 1: 341 W BELTLINE BLVD [Stop Date: Wednesday, July 26, 2017,
City/State/Postal Code: ANDERSON, SC, 29625-1505 , Anderson | Auditor: Kendrick Williams
Phone 1: 864-222-9798 Contact Name: PAM WHITMIRE
Email: JOY.BATLLEY@CAROLINATREATCENTERS.CO

Bureau of Health Facilities Licensing
2600 Bull St
Columbia SC29201-1708

IREPORT NOTICE: If applicable, this Report of Visit includes a detailed description of the conditions, conduct or practices that
were found to be in violation of requirements, This inepection or investigation is not to be construed as a cheek of every condition
[that may exist, nor does it relieve the licensee (owner) from the need to meet all applicable standards, regulations and laws. The
South Carolina Code of Laws requires this Department to establish and enforce basic standards for the licensure (permitting),
Imaintenance, and operation of health facilities and services to ensure the safe and adequate treatment of persons served in this
[State. It also empowers the Departmert to require reports and make inspections and investigations as considered necessary.
Furthermore, the Code autharizes the Department to deny, suspend, or revoke licenses (permits) or to assess a monetary penalty
against a person or facility for (among other reasons), violating a provisian of law or departmental regulations or conduct or
practices detrimental to the health or safety of patients, residents, clients, or employees of a facility or service, If applicable to the
type of report being made, the signature of the activity representative indicates that all of the iterns cited were reviewed during the
exit discussion. If this Report of Visit is required by regulation to be made available in a conspicuous place in a public area within
the facility, redaction of the names of those individuals in the report is required as provided by Sections 44-7-310 and 44-7-315 of}

Report Notice

the S.C. Code of Laws, 1976, as amended.

An unanmounced visit was made by the Bureau on July 26, 2017 to conduct a general
inspection of Southwest Carolina Treatment Center. Several forms of documentation were
reviewed to include but not limited to personnel records, participant files, and policy and
procedures. As a vesult of the inspection, no violations of the standards for Health Facilities
Licensing that Treat individuals for Psychoactive Substance Abuse ov Dependence were cited.

SPECTION INFORN

YES

[nspection Includes Licensing:
Inspection Includes Food/Sanitation: NO
Inspection Includes Fire & Life Safety: NO
[s this an On-Site Visit? YES
PSAD OTP
Select the Type of Inspection to be Performed: General
Inspection
What Date Did the Auditor Arrive at the Facility? 26 Jul 2017
What Time Did the Auditor Arrive at the Facility? 9:30:44 AM
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[icensed Capacity: 12:11.P.

Current Census: _ 20

Facility Administrator: Pat Whitmire
Enter the name and title of the Facility/Activity Representative for this Report of fAdministrator-
Visit. Pam Whitmire

[s the Current Facility/Activity Administrator the same as the Administrator of

Record? YES
Are there any other individuals accompanying the auditor for this visit? NO

IDHEC 0282 (05/2010) AUDIT - [Records Retention Schedule #SBH-F&S-17] Retention

[s this information CONFIDENTIAL? This section names or identifies certain
individuals related to cited violations. If you identify by name any patient, client,
resident, or participant, you must check 'YES' by CONFIDENTIAL. Otherwise,
check NO.! (The names of facility/activity staff members are NOT considered
CONFIDENTIAL. If required for the audit, list the names of staff members in the
citation.)

uditor Signature: Kendrick Williams

B i Bl

Representative Signature: PAM WHITMIRE
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From: "McFadden, Whitney" <mcfaddwh@dhec.sc.gov> 12:11 .1

To: "pam.whitmire@carolinatreatmentcenters.com” <pam.whitmire@carolinatreatmentcenters.com>
Date:  (04/28/2016 09:59 AM
Subject: Southwest Carolina Treatment Center

Dear Pamela Whitmire,

On April 25, 2016, the Department received Southwest Carolina Treatment Center's plan of correction
(POC) in response to the Department's routine report of visit (ROV), dated March 23,2016. Asa
result of our review, the Department accepts the facility's POC addressing the cited violations.

Whitiney McFadden, MELP

Support Manager \
Health Facilities Oversight Division -
Bureau of Health Facilities Licensing

SC Dept. of Health and Environmental Control
803-545-0077 (Office) 803-545-4212 (Fax)
mcfaddwh@dhec.sc.gov

http://mail.carolinatreatmentcenters.com/WorldClient.dl1?Session=MPMX0VHACO377&...  4/28/2016



PLAN OF CORRECTOR/cmental i1
_ BUREAU OF HEALTH FACEITIT&'&MS&81 8
3 et e 2600 BULL STREET, Corvmnis, $€:3chf7-M.

r :
South {Arolina Deparonent of [lealth

wo Envsonsben Gontd OFFICE (803) 545-4370 FaX (803) 5454212 E-max. BHFL@dhec.sc.o0v
NOTICE: Information on the audit inspection form will be needed to assist you in completing this form.
Inspection Date: 3/23/2016 Today’s Date: 4/25/2016 License Prefix: OTPN  Suffix #: 49

Type of Inspection: LOI ROUTINE

| Name of Facility/Activity: Southwest Carolina Treatment Center

Administrators Certification: <] By checking this box, I attest that I am the administrator of the facility/activity and that this
plan of correction is accurate. Additionally, I certify that the plan of correction describes the actions taken to correct each cited
deficiency, the actions taken to prevent similar recurrences and the actual or expected completion date.

Administrator Name: Pamela A. Whitmire E-mail: pam.whitmire@carolinatreatment centers.com

Phone: 864-222-9798

RESPONSE TO CTTATIONS

03/23/2016 Completion Date (Actual or Expected)

Section: 1402.A

Corrective Action: An Annual Tuberculosis Risk Assessment per CDC guidelines was completed on
March 23, 2016.

Preventive Action: SWCTC calendar Reports Schedule will plan for Annual Tuberculosis Risk
Assessment per CDC guidelines to be completed each year in the month of March and discussed
with the entire staff.

Completion Date (Actual or Expected)
Section:
Corrective Action:
Preventive Action:

Completion Date (Actual or Expected)
Section:
Corrective Action:
Preventive Action:

Completion Date (Actusl or Expected)
Section:
Corrective Action:
Preventive Action:

Completion Date (Actual or Expected)
Section:
Corrective Action:
Preventive Action:

Completion Date (Actual or Expected)
Section:
Corrective Action:
Preventive Action:

Completion Date (Actual or Expected)
Section:
Corrective Action:
Preventive Action:

Completion Date (Actual or Expected)
Section:

ML Tremy AQAQ 703 ANT AN T anaede Datrmbinen 1£2571
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ot =
PEOMOTE PRDTECT PROSPER

South Garoting Deparument of Hrutlth
g Ensironmentit Conrrod

INSPECTION RESULTS

i i “Facility Informatlon S iR e e B vl ‘Audit information
Permnt Number. OTPN 0049 Audit Name: PSAD ROV 20150626
Facility Name: SOUTHWEST CAROLINA TREATMENT CENTER  Type: L01 Routine
Address: 341 W BELTLINE BLVD Start Date: 23 Mar 2016 05:45 AM
City/State/Zip: ANDERSON, SC 29625-1505 Anderson End Date: 23 Mar 2016 08:00 AM
Phone 1: 864-222-9798 Inspector: Marcus Jackson
Phone 2: Score: 0.0%
Fax:
Email: JOY.BALLLEY@CAROCLINATREATCENTERS.COM

. Overall Score

0.0%

Report Notlce
Questlon Wl T T e ' A _ R ' ' Answer - Percent
Bureau of Health Facmtles Llcensmg Report N/A
2600 Bull St Notice

Columbia SC 29201-1708

REPORT NOTICE: If applicable, this Report of Visit hcludes a delafled descriplion of the tondifions, coriduct or praclices that
were found fo be in violation of requirements. This inspeciion or investigation is not o be consirued as a check of every condition
that may exist, nor does it relieve the licensse {cwner) from the need o mieet all applicable standards, requiations ard laws. The
South Carolina Code of Laws requires this Department ¥ establish and enforce basic standards for the licensure (permiffing),
maintenance, and operation of health faciliies and services tp ensure the safe and adequate treatment of persors served in this
State. It also empowers the Department to require reporis and make inspections and investigations as considered necassary.
Furthermore, the Code authorizes the Department to deny, suspend, or revoke fvenses (permits) or to assess a monefary penalty
against a person or facility for (among other reesons), violating & provisicn of law or departmental regulations or conduct or
practices detrimental to the heaith or safety of patients, residents, dlienfs, or employees of a facility or service, i applicable to the
type of report being made, the signature of the activity representative indicates that alt of fhe itemns dited were reviewed duting the
exit discussion. If this Report of Visit is required by regulation to be made avallable in & conspicuots place in a public area within
the facllity, redaction of the hames of those individuals in the report is required as provided by Seclions 44-7-310 and 44-7-315 of
the S.C. Code of Laws, 1976, as amended.

Totals A

Admmlstrator's Slgnature Plan of Correctlon

R ’ . “Ahewor " Porgant
PLAN OF CORRECTION Admlrustrators Cerhﬁmhon | certifyﬂ'latﬁ]e auaahed plan ofconechon dascrﬂJeS' POC N/A
(1) the actions taken fo comect each cited deficiency, REQUIRED

(2) the actions taken to prevent similar recurrences, and

(3) the actual or expected completion dates of those actions.

PRINTNAVE: Pamela A, Whitmire, Pharm.D., MHSA, FAPhA
TITLE: Program Director

sienature. Pzimele . UMdonire, Pharim D,
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DATE: 04/25/2016

Anyvmlaﬁonsdtad in this repart of visit were observed at the fime of the Inspection.

Administrator retums a copy of this report {original signature required) with descripfion of comactive acfions fo:
SCDHEG, Bureau of Health Facilifies Licensing, 2600 Bull St, Columbia, SC, 20201

Your response to This report must be recaived in our office by close of business (5:00 p.m.) no later than the date fisted below:

Comments
« Plan of Comection (POC) fsdue 156 days upon the recelpt af the Report of Visit {ROV)

lnspectlon lnformatlon
Question i

Inspection Includes Llcensing

Inspection Includes Food/Sanitation:
Inspection Includes Flre & Life Safety:

Is this an On-Site Visit?

Select the Type of Inspection to be Performed:

Is the Current Facllity/Activity Administrator the same as the Administrator of Record?
Are thera any other indlviduals accompanymg the auditor for this visit?
Totals e ! v

PSAD Regulation Sectlons 11 00-1700

Questlon 5 : . - o . . :
1402.A. AH facmtxes shall conduct an annual tuberculus:s nsk assessment in acoordance wrth CDC
guidelines (See Section 102.B.4} o determine the appropriatenéss and frequency of tuberculosis
screening and other tuberculosis related measures to be taken. {Class [ Violation)
Comments

= . An:annual tuberculosis risk assessment was nof ava.f!abfe for review.

Record Retentlon

BHEC 0282 (05“2010) AUDIT [Records Reten‘lion Sd'lal‘iub #SBH—F&S—17}
Totals A

Auai;pr._Signatu_re:' Marcus Jackson a7 -Acéount'Si_gnature;

July 26, 2018
12:11 P.M.

N/A

Answer Percent

YES N/A

NO N/A

NO N/A

YES N/A

PSAD OFTP  N/A
General
Inspection

YES N/A

NO N/A

O NIA

Answer Perggnt
ouUT N/A

N/A

Answer. . Percent
Retention N/A
e N/A |

W\ : X Pramele A. Whitmere, fharmD.




NOv/21/20

'lLloemaNunmer. OTPN-0117 | Andit Formi PSAD ROV 20161020

Ml stop: ‘HE- PSAD Qupatient Audte Types  LOI Routine

iLocation Name: PATMETTQ CAROLINA TREATMENT CENTER: Start Date: ~ Wednesday, November 8, 217¢

tAddress 1: 325 INGLESBY PRWY UNITF ':mp-nm; Wadnesday, November 8; 2 3017E
Chty/State/Postal Code: DUNCAN , 8C, 29334-8117 , Spartanburg uditor: Brittany Diggs

Phone 1; B64-433-8443 {Contact Name; TALISHA RATLIEF

Enialls ~ IOY.BAILLEY@CAROLINATREATMENTCENTERS COM

[7/TUE 11i44 AM  Palmetto Carolina TC FAY No. 864-433-0495Supplemen®a (#4002

July 26,

12:11 P.

2018
MI

[Burean of Health Pacilities Lisensing
2600 Bull 8¢
Columbia 8€ 29201-1708

KEPORT NGTICE: If sppicable, this Repost of Visitincludss 8 detailéd dessription of the conditions, coaduet or practicea Hist were frund o be in
|viciatica € roguivements Thisingesion op indestipifion e not fo bs sepstiusd & 8 éhedlc of éwbry, conchitiom that ey exiet, noF does it relieve the |
ffoxnzés (owner) from the need to meet &1 upplicabt & hundards, regrulntions end laws. 'The Sduthi Corolins Codo of Laws roquires this Depotnent to-

ndaquate ticatment of phesons sarved in thiz State, T altn ewpowerd rb:Dapnr(muuztofequlre reports and milke inspections wnd investigili onsas
contidsced necessary. Furfhermore, the Code m!honzcamenq;me.m 1o ey, suepend, ¢r revold licemses (permite) ar bo axtéss & nionctery
pennlty sgaidst & parsod or fality for (Faeng ot resseng), violafing o provision of law or departmental regulations or éonduct o prictices

the Mgnature of ' acsedity representative Indieytes that 411 df the iteme ted wers reviesrsd during the exdt discuysion. Ifthis Report of Visitik
cequired by mg\nanuuw Ve maths wwalfeble in 2 conspieuous plnca i 1 public area wifirin the facllity, sedaction of the namss of those individealsin
Hié repart igrequired ax provided by Scd\nuwd 7-310 and 44-7-315 of tha S.C. Goda of Laws, (976, 8¢ asiended

. t-um OF commcncm .admmlsuuecs cem.ﬁcaﬁoz: 1 aemfy that the lﬁa:hedplan ufmrmon desmba&
(1) e actlone mm; io acyredsach cited deficieacy,

(2) e 4Ct003 faken to prevent swilar reourrinces, and

(3) the-actugl of Skpertéd complaton dates of thory actiong;

PRINT NAME

TITLE:,

SIGMATURE:

DATE:

Any violations Gitedin this report of Vigit were cbseivedat the time of the inspection.

“the Admimiskater Sutwnife an electronio plan of carractlan by visiting the websits
‘ mewmegovlﬂwmmﬁnnltmmrivK@lu:al&junsng.ﬂknlﬂmrn‘imhm.luuan&f@rmddﬁ'lwf and following the
instructions onling.

% the Admintetrabor yehums a sopy of thls zeport (or ginal signstivre vocuired) with desaription of earedtive neiiens
SODERC, Buraa of Woalth Facilities Liodtting, 2600 Bull 5t Cotvabit; 5, 29201
Your éenbate to flk report st be réeyed in cur office by closa of buduees (5:00- ) 10 Jater i the date isked belows

_ Planof earrscﬁon is diee byNovamber 23, 2037_ —

Inspecho-n Tneludes Uce%

ctablls id enfore bisie studar de fos the leenmurs (pegmiting), mintenence, e ogerstion of health faciliting ma services fo éneurs Ine foend Report

defrimental o the health or safety. of paticnis, rosidentt, disits, or ¢employees of 2 tacilify or servloe, I applicable to the type of yepart Being mads,

Notice

REGUIRED

Inspzction [nolt tion [noludes Pood:’Smutauon.
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- July 26, 2018
12:11 P.M.

Tnspsction Includes Firs & 1 ife Safety: : . INO
Is this an On-Site Visit? _ - iy " YES

; : o ) SSAD O
Select the Type of Ingpection to be Performed: {Gencral

, , _  |Ihspection

What Date Did the Auditor Arrive at the Facility? j 8 Nov 2017
What Time Did the Auditor Arrive at the Facility? 1 9:15:21 AM
Licensed Capacity: _ . - 1 '
Cutrent Census: _ 236

Facillty Admmmtrator ' : - o , Joseph Barr .
Emcr the name and ntit, nf the Fasihw/mﬁvity Reprasentauvc for ﬂns chort of \’131'; %ﬁgﬁf aehy

lis the &umm Famhtyhautmty Administrator the same a9 fhe Adwimistrator of Regord? “IVES.
Are there any other mdmdua[ i 'lhe aud1t01' for tlus le‘? '
- - o T mqmnm?; ; ez

1402 A Allfaclhues shaﬁ conduct an annual mbemﬂoms sk assessment in :tccordance with |
CDC guidelines. (Sea Section 102.8.45 to determine the appropriaiencss and frequency of |
tuberoulosis-gorseming and other tuberculosis relited measures to be taken, (Class I Violation)|OUT

Thare was no docurnéntation of an anrual tubepeulosiv risk nosassment in accordance with CDC guidelines
available _p%r review, .
1403B.1. Staff Tubercu) osis Screening, Low Risk: 1. Baschno two-step 'I‘ubercuhn Skm Test -'
I(TST) or a single Blood Assay for Mycobacterium tuberculosis (BAMT); All staff (ithin  §
theee (3) months prior to contact with residents) unless there 18 a documented TST or a
BAMT result during the previous twelve (12) months, If a newly employed staffhas bad a )
documented negative TST or 8 BAMT result within the previous twelve (12) months, a singlelOUT
TST (of the single BAMT) can be administered 1o 4érve as the basetine. (Class I Violation)

Porl of 4 staff recerds reviewed, theve was no doctmientation of tha second s1ep Tuberculi skin fest
\available for review. Staff 4's inivil date of patiens contact is documented as 7/17/17; the first tuberculin skir
test is doucmented as admivistered on 6/19/17 and read on 6/21/17.

Dmcmn(omnzo}Am mmmmmﬁmmmuemms-m _

Ls ﬂus mfo:manon CQNFID};N‘IIAL‘? This seonon names or 1dennﬁea certain individuals
related to cited violations. If you identify by name any patient, client, resident, or participiast,
you must check "YES' by CONFIDENTIAL, Otherwise, check 'NO."(The names of ey
facility/activity staff menbers are NOT considered CONFIDENTIAL. If requirod for the '
audit, list the names of staff members in the citation.)

Staff 4 Lavey "dpihar® Davis . _— R . P,

Auditor Sipnuture: Brittany Diggs
G 7 PRE

Representative Stgnature; TALISHA IZATLIFF
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Supplemental #1
. | _ ) July 26, 2018
W, | PLAN OF CORREGTION 'REPORTING FORN:41 p.M.
\@dhe'c BUREAU OF HEALTH FACILITIES LICENSING

ST Tl reprHah g a2

T

INSPECTION INFORMATION

Liconse Numbay:
OTPN-O117

Facility Type:
HL-~ PSAD Ourtpatient:

Facility Nama:

PALMETTO CARDLINA TREATMENT CENTER:
Inspection Date:

11/08/2017-

Submission bate:

142172017

Type of Inspéction:
Routine

ADMINISTRATOR'S CERTIFICATION

By checking this hox, | attast that | am thé adminlstrator of the facility/activity and that this ptan of correction Is accuraté. Additionally,
| ceitiiy that the plan of correction describes the actions taken to cosrect each cited deficiency, the actions taken to prevent simllar
recurrencos and the actual or expected tompletion date.

Checked

Adwiinistrator Nama:

Joseph Bair

E<mail:

joséph bar@carolimatreatmenteanters ¢om

Phone;
{B64) 433-8443
RESPONSE TO.CITATIONS
Sectlon: Was Complstion Dats Provided? Completion Date {Actual or Expéctod)i
1802.A. AMATRDIT?
Corrective Action:

Fadility's Head Nurse conipleted the tubgrcalosis risk. assessmént it accordance with CDG puidelines ot the year 2017.

‘Prevantive Actlon:

The Brogram Director and Facillity's Héad Niirse have added the annuat TB risk-assessmant to the lIst of réquired yearty reviewad tests and
assessments. To-prevant firturé misplacement of this document; Head Facility Nurse-and Program Director will bath maintain coples of all annual
‘tubgrculosls fisk assessments.

Section: Was Completion Date Provided? Complétion Date {Attual or Expected):
1402.B1. HRerzN7

£2 11/21/2017, 1:35 PM
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Staffmember A hag started and i3 ontrack to.complete the Two-Step Tuberculin Skin Test-All future employees will.be required to-adhere fodhe .'
company's policy of completing and providing evidenca of the. completed Two-Step T8 skin test prior o their start date.

Preventive Action:

Program Director will make sure alf employees complete and provide-evidence of completed Two-Step TB skin test prior to their start date-and
Iplaoa the complétes documeit in the empleyee’s personnel file.

Remove POC:

UPLOAD DOGUMENTS

File Upload

Plan of Corraction Log Number; .
FPG11048-17

DHEC Form 0284 {052014)

Close |

£2 11/21/2017, 1:35.PM
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dhec

vesltny Saaple e

November 27, 2017

PALMETTO CAROLINA TREATMENT CENTER
325 INGLESBY PKWY UNIT F

DUNCAN, SC 29334-9117

~ Confidential o
Plati of Correction ID: FPC11044-17

PALMETTO CAROLINA TREATMENT CENTER :

‘Thank you for submitting your Plan of Correction (POC) to a routine inspection report of visit dated. November
8,2017. As a result of our review, the Department accepts the facility's POC addressing the cited violations.

Sincerely, _
Bureau of Health Facilities Licensing
(803):545-4370

5.C. Department of Health and Environmental Control



Suppliemental #1
July 26, 2018
12:11 P.M.

DEPARTMENT OF ROY COOPER + Governor
ﬁkL%Eﬁ'&l%ES MANDY COHEN, MD, MPH -+ Secretary
MARK PAYNE - Director, Division of Health Service Regulation

July 23, 2018

Amy Shroyer, Director

Western Carolina Treatment Center, Inc.
573 Merrimon Avenue

Asheville, NC 28804

Re: Limited Follow up Survey Completed July 11, 2018
Western Carolina Treatment Center, 573 Merrimon Avenue, Asheville, NC 28804
MHL# 011-246
E-mail Address: amy.shrover@carolinatreatmentcenters.com

Dear Ms. Shroyer:

Thank you for the cooperation and courtesy extended during our follow up survey
completed 7/11/18. This survey was conducted as a result of the Type A1 deficiencies
cited during the 5/10/18 survey.

This was a limited follow up survey, only the following deficiencies were reviewed for
compliance. A second follow up survey will be conducted to review any additional
deficiencies.
e 10A NCAC 27G .0203 Competencies of Qualified Professionals and Associate
Professionals (V109) — Cross Referenced
e 10ANCAC 27G .3601 Scope (V233) — Type A1

As a result of the follow up survey, it was determined that the following reviewed
deficiencies are now in compliance:
o 10A NCAC 27G .0203 Competencies of Qualified Professionals and Associate
Professionals (V109) — Cross Referenced
e 10A NCAC 27G .3601 Scope (V233) — Type A1

Although the reviewed deficiencies are now in compliance, you remain responsible for
payment of penalties levied against Western Carolina Treatment Center, Inc. during the
annual and follow-up completed 5/10/18

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncdhhs.gov/dhsr « TEL: 919-855-3795 « FAX: 919-715-8078

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



Supplemental #1
July 26, 2018 7/23/18

12:11 P.MAmy Shroyer
Western Carolina Treatment Center, Inc.

If we can be of further assistance, please call Robin Sulfridge, Branch Manager at 336-
861-7342.

Sincerely,

()
Cathy Samford
Facility Compliance Consultant |

Mental Health Licensure & Certification Section

Cc: DHSRreports@dhhs.nc.gov, DMH/DD/SAS
Brian Ingraham, Director, Vaya Health LME/MCO
Patty Wilson, Quality Management Director, Vaya Health LME/MCO
Stoney Blevins, Director, Buncombe Home DSS
Smith Worth, SOTA Director
Pam Pridgen, Administrative Assistant
File



Division of Health Service Requlation

Supplemental #1

RINTED: 07/20/2018
July 26, 2018 or\ APPROVED

12:11 P.M.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

MHLO011-246

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

07/11/2018

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

573 MERRIMON AVENUE
ASHEVILLE, NC 28804

WESTERN CAROLINA TREATMENT CENTER

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

V 000

INITIAL COMMENTS

A Limited Follow up survey for the Type A1 was
completed on 7/11/18. This was a limited follow
up survey, only 10A NCAC 27G .0203
Competencies of Qualified Professionals and
Associate Professionals (V109) and 10A NCAC
27G .3601 Scope (V233) was reviewed for
compliance. The following was brought back into
compliance: 10A NCAC 27G .0203
Competencies of Qualified Professionals and
Associate Professionals (V109) and 10A NCAC
27G .3601 Scope (V233). No deficiencies were
cited.

This facility is licensed for the following service
category: 10A NCAC 27G .3600 Outpatient
Opioid Treatment.

V 000

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

STATE FORM

Ga9G

8FGX11 If continuation sheet 1 of 1




Supplemental #1
July 26, 2018
saVZt AL RESTORING HOPE

)

WESTERN CAROLINA

TREATMENT CENTER, INC

June 21, 2016

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Please find enclosed the Plan of Correction prepared as a response to our Annual
Survey completed on 5/26/16.

If you need anything further, please feel free to contact me at 828-251-1478
extension 208, '

Respectfully,

Amy B. Shroyer, MS, LCAS, CCS
Program Director

573 MERRIMON AVE. SUITE 1B | ASHEVILLE, NC 28804 | p: 828.251.1478 | r: 828.251.5227 | WWW.CAROLINATREATMENTCENTERS.COM



SupplementaHRWNIED: 06/07/2016

Division of Health Service Regulation July 26, 2018

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1I) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION  42:11 P.M.
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING:

MHLO11246 B. WING

(X3) DATE SURVEY
COMPLETED

05/26/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

573 MERRIMON AVENUE

WESTERN CAROLINATREATMENT CENTER
ASHEVILLE, NC 28804

DEFICIENCY)

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (EACH D PROVIDER'S PLAN OF CORRECTION (EACH xs)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE

V 000 INITIAL COMMENTS V 000

An annual survey was completed on 5/26/16.
Deficiencies were cited.

This facility is licensed for the following service
category: 10A NCAC 27G .3600 Qutpatent
Opioid Treatment

V233 27G 3601 OQutpt. Opiod Tx. - Scope V233

10A NCAC 27G .3601 SCOPE

(a) An outpatient opicid treatment facility
provides periodic services designed to offer the
individual an opportunity to effect constructive
changes in his lifestyle by using methadone or
— other medications approved for use in opioid
treatment in conyunction with the provision of
rehabilitation and medical services.

(b) Methadone and other medications approved
for use in opioid treatment are also tools in the
detoxification and rehabilitation process of an
opioid dependent individual.

(¢) For the purpose of detoxification, methadone
and other medications approved for use in opioid
treatment shall be administered in decreasing
doses for a period not to exceed 180 days.

(d) For mdividuals with a history of being
physiologically addicted to an opioid drug for at
least one year before admission to the service,
methadone and other medications approved for
use in opiocid treatment may also be used in
maintenance treatment. In these cases,
methadone and other medications approved for
use in opicid treatment may be administered or
dispensed in excess of 180 days and shall be
administered in stable and clinically established
dosage levels.

Division of Health Service Regulation
L. RATORY DIRECTQOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

2ty

T B Shuage, Ms, WU, ccs Pogram Dicecta,

OUM11

If continuation sheet 1 of 14




SupplementAf ¥, 06072016

Division of Health Service Regulation July 26, 2018
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION 12:11 P.M (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: - b COMPLETED
MHL011246 B WING 05/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7IP CODE
573 MERRIMON AVENUE

C NATREATMENT CENTER
WESTERN CAROLI AT ASHEVILLE NC 28804

(4 1D SUMMARY STATEMENT OF DEFICIENCIES (EACH D PROVIDER'S PLAN OF CORRECTION (EACH xs)
PREFIX DEFICIENCY MUST BE PRECEDED RY FULL | PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
V233 | Continued From page 1 V233
Plan of Correction:

This Rule is not metas evidenced by:

Based on interview and record review, the facility Western Carolina Treatment Center

failed to provide services designed to affect Program Director has reoriented and
constructive changes in the client ' s lifestyle by educated all staff to the process,
using methadone in conjunction with the provision .
of rehabilitation and medical services affecting 7 pmce@meg, and requ1rel.nents rcj:lated LS
of 70 sampled clients (#8, #12, #35, #40, #58. . Coordination of Care with outside
#68, #09). The findings are: prescribers in an effort to affect

o constructive changes in the client’s
Record review on 5/24/16 for Client #8 revealed: lifestyle by using methadone in

- Admitted on 9/11/14 with diagnoses of Opioid
Addiction, Hypertension, Cervical Spondylosis,
and Neuropathy.

- Physical screening completed by the RN

conjunction with the provision of
rehabilitation and medical services.

(registered nurse_) at intake indicated that Client WCTC has hired and trained a

#PS took two medications, Bystolic and Registered Nurse whose primary job
fevastam. sponsibility will be to ensure the

- There was no documentation to indicate e ns. ty e .

coordination of care with the prescribing appropriate coordination of care with

physician. outside prescribers of medications.

- There was no documentation to indicate the

acélrlltg' ﬁ;ysman approved the medications for Monitoring will be continuous and will

’ be the shared responsibility of the

Record review on 5/24/16 for Client #12 revealed: Program Director, Director of Nursing,

- Admitted on 1/4/16 with diagnoses of Opioid and Clinical Supervisor. A quarterly

Use Dl&order Hypen‘enmon, and COPD (Chronlc audlt w111 be done on au patient recol-ds

obstructive pulmonary disease). which indicated they are receiving

- Intake physical signed by the physician

indicated that Client #12 was prescribed Lisinopril preseribed medications to check for

for hypertension and Tramadol. - coordination of care. This will take

- There was no documentation to indicate place in an effort to ensure compliance
coordination of care with the prescribing - |with DHSR regulations related to
physician. Coordination of Care.

- There was no documentation to indicate the
facility physician approved the medications for
Client #12.

Record review on 5/24/16 for Client #35 revealed:

vision of Health Service Regulaton
"ATE FORM i OIIM11 If continuation sheet 22 of 14




Division of Health Service Regulation

SupplementaRIFFED: 06/07/2016

FORM APPROVED

July 26, 2018

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

MHL011246

(x2) MULTIPLE CONSTRUCTION _ 412:11 P.M. (X3 DATE SURVEY
A. BUILDING: COMPLETED
St 05/26/2016

NAME OF PROVIDER OR SUPFLIER

573 MERRIMON AVENUE

WESTERN CAROLINA TREATMENT CENTER

ASHEVILLE, NC 28804

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (EACH D PROVIDER'S PLAN OF CORRECTION (EACH x5)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
V 233 | Continued From page 2 V233

- Admitted on 2/24/16 with diagnoses of Opioid
Dependency, Depression and Seizure Disorder.

- Medications indicated for Client #35 were
Keppra (750mg), Afrin nasal spray, and Albuterol.
- There was no documentation to indicate
coordination of carc with the prescrbing
physician.

- There was no documentation to indicate the
facility physician approved the medications for
Client #35.

Record review on 5/26/16 for Client #40 revealed:
- Admitted on 12/16/15 with diagnoses of
Opioid Dependence.

- Medications indicated for Client #40 were
Zoloft (50mg), Testosterone (4mg), Gabapentin
{1200mg), and Oxybutin.

- Medical care was provided through the
Veterans Administration.

- There was no documentation to indicate
coordmation of care with the prescribing
physician.

- There was no documentation to indicate the
facility physician approved the medications for
Client #40.

Record review on 5/23/16 for Client #58 revealed:
- Admitted on 12/12/02 with diagnoses of
Opioid Dependence,

- Medication approval form dated 11/20/15 that
indicated approval of Phentermine, 37.5mg for
weight loss.

- Consent signed by the client for the weight
loss clinic to share medical information.

- There was no documentation to indicate
coordination of care with the prescribing
physician.

Record review on 5/25/16 for Client #68 revealed:
- Admitted on 3/5/15 with diagnoses of Opioid

Division of Health Service Regulation
STATE FORM

6899

OIM11

Ifcontinuation sheet 33 of 14




Division of Health Service Regulation

RINEED: 06/07/2016

Supplementi APPROVED

_July 26, 2018

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

MHL0112486

B.

WING

(X2) MULTTPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

12:11 P.M.

05/26/2016

NAME OF PRQVIDER OR. SUPPLIER

573 MERRIMON AVENUE

WESTERN CAROLINA TREATMENT CENTER

ASHEVILL

_E. NC 28804

STREET ADDRESS, CITY, STATE, ZIP CODE

X9 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH
DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (EACH
CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

V233

Continued From page 3

Dependence.

- Nurse ' s note dated 5/28/15 which indicated
Client #68 had a new medication, HCTZ
(Hydrochlorothyazide-25mg, twice daily).

- The medication list indicated no medications.
- There was no documentation to indicate
coordination of care with a prescribing physician.
- There was no documentation to indicate the
facility physician approved the medications for
Client #68.

Record review on 5/25/16 for Client #69 revealed:
- Admitted on 3/3/16 with diagnoses of Opioid
Use Disorder, Depression, and Hepatitis C.
- Intake Assessment completed on 2/17/16 by
the Counselor indicated that Client #69 took
Wellbutrin and Trileptal.

The history and physical completed by the
RN and counter signed by the physician ndicated
that Client #69 took Wellbutrin and Trileptal.
- There was no documentation to indicate
coordination of care with a prescribing physician,
- There was no documentation to indicate the
facility physician approved the medications for
Client #69.

Interview on 5/26/16 with Counselor #1 revealed:
- e confirmed that Client #69 reported
medications at the time of the initial screening
and mdicated that he had not completed the
coordination of care regarding the medications
prescribed.,

Interview on 5/26/16 with Counselor #2 revealed:
- She had not seen the Nurse' s note
regarding the HCTZ for Client #68 until this date.
- Client #68 had not reported the medications
to her.

- She confirmed that no coordination of care

had been completed.

V233

hvigion of lealth Service Regulation
TATE FORM

6899

OlnM11

if continuation sheer 44 ol 14




Division of Health Service Regulation

Supplemental #1
P PRINTED: 06/07/2016

July 26, 2018 zor) APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

MHL011246

12:11 P.M
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 05/26/2016

NAME OF PROVIDER OR SUPPLIER

573 MERRIMON AVENUE
ASHEVILLE, NC 28804

WESTERN CAROLINA TREATMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES (EACH
DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC TDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (EACH
CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

V233

V 238

Continued From page 4

Interview on 5/23/16 with the Clinical Director
revealed:

- Whena client was prescribed additional
medications the counselor sent a " Coordination
of Care " form to the prescribing doctor. That
form is signed and returned. A " Medication
Approval " form was then completed and signed
by the facility physician.

Interview on 5/26/15 with the Director revealed:

- Whena client indicated that they had other
prescnbed medications the coordination of care
form was sent to the prescrbing physician. The
physician then approved the medications upon
the return of the coordination form.

- The counselors facilitated coordination of
care. Ifa client reported to a nurse that they were
prescrbed additional medications, the nurse
would send the client to the counselor for
completion of the coordination of care process.

- The counselor for Client #58 indicated to her
that the Coordination of Care forms had been
sent but that the provider chose not to return the
information.

- Coordination of care had not been completed
for the clients identified.

271G 3604 (E-K) Outpt. Opiod - Operations

10A NCAC 27G .3604 QUTPATIENT
TREATMENT. OPERATIONS. '
(e) The State Authority shall base program
approval on the following criteria:

€D] compliance with all state and federal
law and regulations;

) compliance with all applicable
standards of practice;

(3) program structure for successful

OPIOD
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service delivery; and

€) impact on the delivery of opioid
treatment services in the applicable population.

() Take-Home Eligibility. Any client in
comprehensive maintenance treatment who
requests unsupervised or take-home use of
methadone or other medications approved for
treatment of opioid addiction must meet the
specified requirements for time in continuous
treatment. The client must also meet all the
requirements for continuous program compliance
and must demonstrate such compliance dutng
the specified time perods immediately preceding
any level increase. In addition, during the first
year of continuous treatment a patient must
attend a minimum of two counseling sessions per
month. After the first year and in all subsequent
years of continuous treatmenta patient must
attend a minimum of one counseling session per
month,

(1) Levels of Eligibility are subject to the
following conditions:

(A) Level 1. During the first 90 days of
continuous freatment, the take-home supply is
limited to a single dose each week and the client
shall ingest all other doses under supervision at
the clinic;

B) Level 2. After a minimum of 90 days of]
continuous program compliance, a client may bel
granted for a maximum of three take-home doses
and shall ingest all other doses under supervision
at the clinic each week;

(8] Level 3. After 180 days of continuous
treatmentand a minimum of 90 days of
continuous program compliance at level 2, a
client may be granted for a maximum of four
take-home doses and shall ingest all other doses
under supervision at the clinic each week;

) Level 4. After 270 days of continuous

V238
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treatment and a minimum of 90 days of
continuous program compliance at level 3, a
client may be granted for a maximum of five
take-home doses and shall ingest all other doses
under supervision at the clinic each week;

&) Level 5. After 364 days of continuous
treatmentand a minimum of 180 days of
continuous program compliance, a client may be
granted for a maximum of six take-home doses
and shall ingest at least one dose under
supervision at the clinic each week;

& Level 6. After two years of continuous
treatment and a minimum of one year of
continuous program compliance at level 5, a
client may be granted for a maximum of 13
take-home doses and shall ingest at least one
dose under supervision at the clinic every 14
days; and

(€)] Level 7. After four years of continuous
treatment and a minimum of three years of
continuous program compliance, a client may be
granted for a maximum of 30 take-home doses
and shall ingest at least one dose under
supervision at the clinic every month.

) Criteria for Reducing, Losing and
Reinstatement of Take-Home Eligibility:
(A) A client's take-home eligibility is reduced

or suspended for evidence of recent drug abuse.
A client who tests positive on two drug screens
within a 90-day period shall have an immediate
reduction of eligibility by one level of eligibility;

(=) A client who tests positive on three drug
screens within the same 90-day period shall have
all take-home eligibility suspended; and

{®) The reinstatement of take-home
eligibility shall be determined by each Outpatient
Opioid Treatment Program.

3) Exceptions to Take-Home Eligibility:

(A) A client in the first two years of

Division of Health Service Regulation
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continuous treatment who is unable to conform to
the applicable mandatory schedule because of
exceptional circumstances such as illness,
personal or family crisis, travel or other hardship
may be pemmitted a temporanly reduced schedule
by the State authority, provided she or he is also
found to be responsible in handling opioid drugs.
Except in instances involving a client with a
verifiable physical disability, there is a maximum
of 13 take-home doses allowable in any two-week
period during the first two years of continuous
treatment. ’

(B) A client who is unable to conform to the
applicable mandatory schedule because of a
verifiable physical disability may be permitted
additional take-home eligibility by the State
authority. Clients who are granted additional
take-home eligibility due to a verifiable physical
disability may be granted up to a maximum
30-day supply of take-homne medication and shall
make monthly clinic visits.

@ Take-Home Dosages For Holidays:
Take-home dosages of methadone or other
medications approved for the treatment of opioid
addiction shall be authorized by the facility
physician on an individual client basis according
to the following:

(A) An additional one-day supply of
methadone or other medications approved for the
treatrent of opiold addiction may be dispensed
to each eligiblé client (regardless of time in
treatment) for each state holiday.

®B) No more than a three-day supply of
methadone or other medications approved for the
treatment of opioid addiction may be dispensed
to any eligible client because of holidays. This
restriction shall not apply to clients who are
receiving take-home medications at Level 4 or
above,

vision of Health Service Regulation
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(2) Withdrawal From Medications For Use In
Opioid Treatment. The risks and benefits of
withdrawal from methadone or other medications
approved for use in opioid treatment shall be
discussed with each client at the initiation of
treatment and annually thereafter,

(h) Random Testing. Random testing for alcohol
and other drugs shall be conducted on each
active opioid treatment client with 2 minimum of
one random drug test each month of continnous
treatment. Additionally, in two out of each
three-month period of a client's continuous
treatment episode, at least one random dmug test
will be observed by program staff. Drug testing is
to include at least the following: opiocids,
methadone, cocaie, barbiturates,
amphetamines, THC, benzodiazepines and
alcohol. Alcohol testing results can be gathered
by either urinalysis, breathalyzer or other
altemate scientifically valid method.

(i) Client Discharge Restrictions. No client shall
be discharged from the facility while physically
dependent upon methadone or other medications
approved for use in opioid treatment unless the
client is provided the opportunity to detoxify from
the drug.

() Dual Enrollment Prevention. Alllicensed
outpatient opioid addiction treatment facilities
which dispense Methadone,
Levo-Alpha-Acetyl-Methadol (LAAM) or any other
pharmacological agent approved by the Food and
Drug Administration for the treatment of opioid
addiction subsequent to November 1, 1998, are
required to participate in a computerized Central
Registry or ensure that clients are not dually
enrolled by means of direct contact or a list
exchange with all opioid treatment programs
within at least a 75-mile radius of the admitting
program. Programs are also required to
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participate in a computerized Capacity
Management and Waiting List Management
System as established by the North Carolina
State Authority for Opioid Treatment.

(k) Diversion Control Plan. Outpatient Addiction
Opioid Treatment Programs in North Carolina are
required to establish and maintain a diversion
control plan as partof program operations and
shall document the plan in their policies and
procedures. A diversion conirol plan shall include
the following elements: :

(L dual enrollment prevention measures
that consist of client consents, and either
program contacts, parficipdtion in the central
registry or list exchanges;

2 call-in's for bottle checks, bottle returns
or solid dogage form call-in's;

3) call-in's for drug testing;

4 drug testing results that include a
review of the levels of methadone or other
medications approved for the treatment of opicid
addiction;

(5 client attendance minimums:; and

(6) procedures to ensure that clhients
properly ingest medication.

This Rule is not metas evidenced by:

Based on record reviews and interviews, the
facility failed to complete monthly counscling
sessions affecting 16 of 70 audited clients (Client
#15, Chent#17, Chent #19, Client #25, Client
#26, Client #27, Client #32, Client #43, Client
#44, Client #50, Client #52, Client #59, Client
#62, Client #63, Client #64 and Client #65). The
findings are:

V238

Plan

DHS

of Correction:

The Clinical Supervisor and Program
Director will provide additional training
to all Counseling staff pertaining to

R regulations for counseling.

During the month of July, counselors
will re-educate patients as to their
monthly counseling requirements so
that patients understands and share in
the responsibility.
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Review on 5/23/16 of Client #15 ' s record
revealed:

- Admission date of 3/17/16 with diagnosis of
Opioid Use Disorder.

- Only 1 counseling session in April on 4/18/16.

Review on 5/24/16 of Client #17 ' s record
revealed:

- Admission date of 1/21/9 with diagnosis of
Opioid Use Disorder,

- No counseling sessions in January 2016.

Review on 5/24/16 of Client #19 ' s record
revealed:

- Admission date of 6/30/15 with diagnosis of
COrpioid Use Disorder.

- No counseling sessions in January 2016.

- Only 1 counseling session in February on
2/24/16.

- Only 1 counseling session in March on 3/14/16.
- Only 1 counseling session in April on 4/8/16.

- Only 1 counseling session in May on 5/20/16.

Review on 5/25/16 of Client #25 ' s record
revealed:

- Admission date of 6/28/12 with diagnosis of
Opioid Use Disorder.

- No counseling sessions in September 2015.

Review on 5/25/16 of Client #26 ' s record
revealed:

- Admission date of 4/29/15 with diagnosis of
Opioid Use Disorder.

- Only 1 counseling session in August on &/24/15.

- No counseling sessions in September 2015.
- No counseling sessions in QOctober 2015.

Review on 5/25/16 of Client #27 ' s record
revealed:
- Admission date of 10/15/15 with diagnosis of

The Clinical Supervisor will also
consistently continue auditing each
counselor’s caseload on a monthly basis
to ensure conformance and compliance
with DHSR regulations. The Clinical
Supervisor will work in collaboration
with Program Director to improve
compliance tracking process so that the
clinical team can be more proactive in
ensuring compliance with counseling
requirements for patients each month.

[t will be the shared responsibility of the
Clinical Supervisor & the Program
Director to ensure that the facility
maintains compliance. Monitoring will
be done on a monthly basis minimally.
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Opioid Use Disorder.
- No counseling sessions in November 2015.

Review on 5/26/16 of Client #32 ' s record
revealed:

- Admission date of 6/11/15 with diagnosis of
Opioid Use Disorder.

- Only 1 counseling session in November on
11/11/15.

- Only 1 counseling session in January on 1/5/16.
- Only 1 counseling session in March on 3/1/16.

Review on 5/25/16 of Client #43 ' s record
revealed: .

- Admission date of 5/17/07 with diagnosis of
Opioid Use Disorder.

- No counseling sessions in September 2015.
- No counseling sessjons in January 2016.

Review on 5/25/16 of Client #44 ' s record
revealed:

- Admission date of 11/19/15 with diagnosis of
Opioid Use Disorder.

- No counseling sessions in January 2016.

Review on 5/24/16 of Client #50 ' s record
revealed:

- Admission date of 3/5/15 with diagnosis of
Opicid Use Disorder.

- Only 1 counseling session in December
onl2/9/15.

Review on 5/25/16 of Client #52 ' s record
revealed:

- Admission date of 8/6/15 with diagnosis of
Opioid Use Disorder. .

- Only 1 counseling session in April on 4/27/16.

Review on 5/24/16 of Client #59 ' s record
revealed: -
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- Admission date of 11/1/12 with diagnosis of

Opioid Use Disorder. .
- No counseling sessions in November 2015.

Review on 5/23/16 of Client #2 ' g record
revealed:

- Admission date of 4/11/13 with diagnosis of
Opioid Use Disorder,

- No counseling sessions in October 2015,

Review on 5/24/16 of Client #63 ' s record
revealed:

- Admission date of 8/13/15 with diagnosis of
Opioid Use Disorder.

- Only 1 counseling session in Qctober on
10/6/15.

- Only 1 counseling session in November on
11/20/15.

- Only | counseling session in December on
12/14/15.

- Only 1 counseling session in February on 2/8/16
- Only 1 counseling session in March on 3/11/16.

Review on 5/24/16 of Client #64 ' s record
revealed:

- Admission date of 3/12/15 with diagnosis of
Opioid Use Disorder.

- Only 1 counseling session in October on
10/14/15.

- Only 1 counseling session in November on
11/23/15.

- Only 1 counseling session in December on
12/17/15.

Review on 5/26/16 of Client #65 ' s record
revealed:

- Admission date of 3/3/16 with diagnosis of
Opioid Use Disorder.

- Only 1 counseling session in April on 4/4/16.
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Interview on 5/23/16 with the Clinical Director
revealed:

- " New clients and transfers have to come in for
counseling two times a month for the first year.
We try to see new clients weekly at first, After
first year 1 counseling session per month is
required but we like additional (counseling). "

Interview on 5/26/16 with the Program Director
revealed:

- She acknowledged that some counseling
sessions were out of compliance as 4 counselors
left around the same time the end of 2015.

- She was surprised so many were out of
compliance. Planned to regularly remind
counselors of the twice monthly requirements.
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ESTERN CAROLINA

TREATMENT CENVER, INC

June 6, 2017

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Please find enclosed the Plan of Correction prepared as a response to our Annual
and Follow-Up Survey completed on 5/17/17.

If you need anything further, please feel free to contact me at 828-251-1478
extension 208.

Respectfully,

fimy - Sy, MoALE, (25

Amy B. Shroyer, MS, LCAS, CCS
Program Director

CyRTESHEMON AVEL SUITE 18 | ASHEVILIE, NC 28504 | e 8282511478 | £ 828,251,522 | WWW.CARCLINATREATMENTCENTERS.COM
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INITIAL COMMENTS

An annual and follow up survey was completed
on May 17, 2017. Deficiencies were cited.

This facility is licensed for the following service
category: 10ANCAC 27G .3600 Outpatient
Opioid Treatment. The census at the time of the
survey was 707,

27G .3603 (A-C) Outpt. Opiod Tx. - Staff

T0ANCAC 27G .3603 STAFF

(a) Aminimum of one certified drug abuse
counselor or certified substance abuse counselor
to each 50 clients and increment thereof shall be
on the staff of the facility. If the facility falls below
this prescribed ratio, and is unable to employ an
individual who is certified because of the
unavailability of certified persons in the facility's
hiring area, then it may employ an uncertified
person, provided that this employee meets the
certification requirements within a maximum of 26
months from the date of employment.

(b) Each facility shall have at least one staff
member on duty trained in the following areas:
(1) drug abuse withdrawal symptoms; and
{2) symptoms of secondary complications
to drug addiction.

(c) Each direct care staff member shall receive
continuing education to include understanding of
the following:

(1) nature of addiction;

(2) the withdrawal syndrome;

(3) group and family therapy; and

(4) infectious diseases including HIV,
sexually transmitted diseases and TB.
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This Rule is not met as evidenced by:

Based on record review and interviews the facility
failed to ensure that each direct care staff
member received training in withdrawal syndrome
and group and family therapy effecting 3 of 4
audited staff (Registered Nurse, Licensed
Practical Nurse, and Counselor #2). The findings
are:

Review an 5/16/17 of the personnel record for the
Registered Nurse revealed:

Hire date was 12/28/15.

Mo documentation of required training in
group and family therapy.

Review on 5/16/17 of the personne! record for the
Licensed Practical Nurse revealed:

Hire date was5/23/16.

No doecumentation of required training in
group and family therapy or withdrawal syndrome.

Review on 5/16/17 of the personnel record for
Counselor #2 revealed:

Hire date was 10/27/15.

No documentation of required training in
group and family therapy.

Interview on 5/17/17 with the Program Director
revealed:

Training in group and family therapy had not
been assigned as part of the orientation training,
but as re-occurring trainings scheduled in
November,

The nurse should have completed the
training in withdrawal syndrome but falled to do
$O.

Failure to complete the identified trainings
was an oversight.

Nursing needs took precedence over training
needs and the training in alternatives to restrictive

All employees were reminded during
Treatment Team Meeting on 5/30/17 of
the required ongoing trainings assigned
throughout the year.

Western Carolina Treatment Center will
revise orientation trainings to include
group and family therapy. As staffing
needs seemed to take precedence at the
time of last nursing hire, it has been
determined that newly hired employees
MUST complete all parts of orientation
prior to beginning in their positions.
This will be monitored by Program
Director, Director of Nursing and/or
Clinical Supervisor going forward.

Additionally, Relias online trainings
will be monitored for compliance on all
employees on a quarterly basis, This
will be done by Program Director or
Clinical Supervisor.
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TREATMENT. OPERATIONS.

(e) The State Authority shall base program
approval on the following criteria:

(1) compliance with all state and federal
law and regulations;

(2) compliance with all applicable
standards of practice;

(3) program structure for successful
service delivery; and

(4) impact on the delivery of opioid
treatment services in the applicable population.
(f) Take-Home Eligibility. Any client in
comprehensive maintenance treatment who
requests unsupervised or take-home use of
methadone or other medications approved for
freatment of opioid addiction must meet the
specified requirements for time in continuous
treatment. The client must also meet all the
requirements for continuous program compliance
and must demonstrate such compliance during
the specified time periods immediately preceding
any level increase. In addition, during the first
year of continuous treatment a patient must
attend a minimum of two counseling sessions per
maonth. After the first year and in all subsequent
years of continuous treatment a patient must
attend a minimum of one counseling session per
month.

(1) Levels of Eligibility are subject to the
following conditions:

(A) Level 1. During the first 90 days of
continuous treatment, the take-home supply is
limited to a single dose each week and the client
shall ingest all other doses under supervision at
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the clinic;
(B) Level 2. After a minimum of 90 days of

continuous program compliance, a client may be
granted for a maximum of three take-home doses
and shall ingest all other doses under supervision
at the clinic each week;

(C) Level 3. After 180 days of continuous
treatment and a minimum of 90 days of
continuous program compliance at level 2, a
client may be granted for a maximum of four
take-home doses and shall ingest all other doses
under supervision at the clinic each week;

(D) Level 4. After 270 days of continuous
treatment and a minimum of 90 days of
continuous program compliance at level 3, a
client may be granted for a maximum of five
take-home doses and shall ingest all other doses
under supervision at the clinic each week;

(E) Level 5. After 364 days of continuous
treatment and a minimum of 180 days of
continuous program compliance, a client may be
granted for a maximum of six take-home doses
and shall ingest at least one dose under
supervision at the clinic each week;

(F) Level 6. After two years of continuous
treatment and a minimum of one year of
continuous program compliance at level 5, a
client may be granted for a maximum of 13
take-home doses and shall ingest at least one
dose under supervision at the clinic every 14
days; and

(G) Level 7. After four years of continuous
treatrnent and a minimum of three years of
continuous program compliance, a client may be
granted for a maximum of 30 take-home doses
and shall ingest at least one dose under
supervision at the clinic every month.

(2) Criteria for Reducing, Losing and
Reinstatement of Take-Home Eligibility:
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(A) A client's take-home eligibility is reduced
or suspended for evidence of recent drug abuse.
A client who tests positive on two drug screens
within a 90-day period shall have an immediate
reduction of eligibility by one leve! of eligibility;

(B) A client who tests positive on three drug
screens within the same 90-day period shall have
all take-home eligibility suspended; and

(C) The reinstatement of take-home
eligibility shall be determined by each Qutpatient
Opioid Treatment Program.

(3) Exceptions to Take-Home Eligibility: (A)
A client in the first two years of continuous
treatment who is unable to conform to the
applicable mandatory schedule because of
exceptional circumstances such as illness,
personal or family crisis, travel or other hardship
may be permitted a temporarily reduced schedule
by the State authority, provided she or he is also
found to be responsible in handling opioid drugs.
Except in instances involving a client with a
verifiable physical disability, there is a maximum
of 13 take-home doses allowable in any two-week
period during the first two years of continuous
treatment.

(B) A client who is unable to conform to the
applicable mandatory schedule because of a
verifiable physical disability may be permitted
additional take-home eligibility by the State
autherity. Clients who are granted additional
take-home eligibility due to a verifiable physical
disability may be granted up to a maximum
30-day supply of take-home medication and shall
make monthly clinic visits.

(4) Take-Home Dosages For Holidays:
Take-home dosages of methadone or other
medications approved for the treatment of opioid
addiction shall be authorized by the facility
physician on an individual client basis according
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to the following:

(A) An additional one-day supply of
methadone or other medications approved for the
treatment of opioid addiction may be dispensed |
to each eligible client (regardless of time in
treatment) for each state holiday.

(B) No more than a three-day supply of
methadone or other medications approved for the
treatrent of opioid addiction may be dispensed
to any eligible client because of holidays. This
restriction shall not apply to clients who are
receiving take-home medications at Level 4 or
above.

(9) Withdrawal From Medications For Use In
Opioid Treatment. The risks and benefits of
withdrawal from methadone or other medications
approved for use in opioid treatment shall be
discussed with each client at the initiation of
treatment and annually thereafter.

(h) Random Testing. Random testing for alcohol
and other drugs shall be conducted on each
active opicid treatment client with a minimum of
one random drug test each month of continuous
treatment. Additionally, in two out of each
three-month period of a client's continucus
treatment episode, at least one random drug test
will be observed by program staff. Drug testing is
to inciude at least the following: opioids,
methadone, cocaine, barbiturates,
amphetamines, THC, benzodiazepines and
alcohol. Alcchol testing results can be gathered
by either urinalysis, breathalyzer or other
alternate scientifically valid method.

(i) Client Discharge Restrictions. No client shall
be discharged from the facility while physically
dependent upon methadone or other medications
approved for use in opioid treatment unless the
client is provided the opportunity to detoxify from

the drug.
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(i) Dual Enrolliment Prevention. All licensed
outpatient opioid addiction treatment facilities
which dispense Methadone,
Levo-Alpha-Acetyl-Methadol (LAAM) or any other
pharmacological agent approved by the Food and
Drug Administration for the treatment of opioid
addiction subsequent to November 1, 1998, are
required to participate in a computerized Cantral
Registry or ensure that clients are not dually
enrolled by means of direct contact or a list
exchange with all opioid treatment programs
within at least a 75-mile radius of the admitting
program. Programs are alsc required to
participate in a computerized Capacity
Management and Waiting List Management
System as established by the North Carolina
State Authority for Opioid Treatment.

(k) Diversion Control Plan. Qutpatient Addiction
Opioid Treatment Programs in North Carolina are
required to establish and maintain a diversion
cantrot plan as part of program operations and
shall document the plan in their policies and
procedures. A diversion control ptan shall include
the following elements:

(1) dual enroliment prevention measures
that consist of client consents, and either
program contacts, participation in the central
registry or list exchanges;

(2) call-in's for bottle checks, bottle returns
or solid dosage form call-in's:

(3) call-in's for drug testing;

(4) drug testing results that include a

review of the levels of methadone or other
medications approved for the treatment of opioid
addiction;

(5) client attendance minimums; and

{(6) procedures to ensure that clients
properly ingest medication.
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Finding #1:

Clinical Supervisor and Program
Director will provide reminder to all
counseling staff of DHSR regulations

This Elﬂe is not met as evidenced by: . regarding counseling requirements for
Based on record review and interviews the facility patients in treatment at Western

failed to ensure that 5 of 37 audited clients (#4,

#20; #23, #28, #30) received the required ' Carolina Treatment Center.
counseling sessions each month, failed to ensure

that 3 of 37 audited clients (#23, #34, #35) had Clinical Supervisor will continue her
the required monthly urine drug screen, and failed monthly audit of each caseload to

to ensure that their diversion control pfan included
procedures to ensure that clients who received )
Buprenorphine properly ingested their medication. regulations.
The findings are:
- [t will be the shared responsibility of the
Finding #1: Clinical Supervisor and the Program
Director to ensure that the facility

ensure compliance with DHSR

Record review on 5/16/17 for Client #4 revealed:

Admitted on 10/27/16 with a diagnosis of maintains compliance with counseling
Opioid Dependence. ‘ requirements. Monitoring will be done
There was only one counseling session on a monthly basis at minimum.

documented for the month of February 2017.

Record review on 5/17/17 for Client #20 revealed:
Admitted on 10/13/16 with a diagnosis of
Opioid Addiction,
There was only one counseling session
documented for the month of December 2016.

Record review on 5/16/17 for Client #23 revealed:
Admitted on 11/19/15 with a diagnoses of
Opioid Addiction, Osteo-arthritis, Rheumatoid
Arthritis, and Hepatitis C.
There was no counseling session
documented for the month of December 2016.

Record review on 5/15/17 for Client #28 reveated:
Admitted on 9/22/16 with a diagnoses of

Opioid Dependence, Post-Traumatic Stress
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Disorder, Anxiety Disorder, and Depression.
There was only one counseling session
documented for the months of November 2016,

January 2017, and February 2017.

Record review on 6/16/17 for Client #30 revealed:
Admitted on 11/16/11 with a diagnosis of
Opioid Dependence.
There was no counseling session
documented for the month of November 20186.

Finding #2:

Recerd review on 5/16/17 for Client #23 revealed:
Admitted on 11/19/15 with a diagnoses of
Opioid Addiction, Osteo-arthritis, Rheumatoid
Arthritis, and Hepatitis C.
No urine drug screen conducted in December
2016.

Record review on 5/17/17 for Client #34 revealed:
Admitted on 4/14/16 with a diagnoses of
Opioid Dependency and Post-Traumatic Stress
Disorder.
No urine drug screen conducted in March
2017.

Record review on 5/17/17 for Client #35 revealed:
Admitted on 8/2/16 with a diagnoses of
Opiate Use Disorder.
No urine drug screens conducted in
September 2016 and March 2017.

Finding #3:

Observations on 5/17/17 at 9:50AM and 10:05AM
of two clients being dosed with Buprenorphine
revealed;

At 9:50AM after being dosed at the window
the client sat in a chair across the room against

regar

West

Clinical Supervisor and Program
Director will provide reminder to all
counseling staff of DHSR regulations

requirements for patients in treatment at

Clinical Supervisor will continue her
monthly audit of each caseload to
ensure compliance with DHSR
regulations.

It will be the shared responsibility of the
Clinical Supervisor and the Program
Director to ensure that the facility
maintains compliance with urine drug
screen requirements. Monitoring will
be done on a monthly basis at
minimum,

Finding #3:

Director of Nursing, Program Director
and Regional Director of Operations
participated in Conference Call
Wednesday, 5/24/17 with purpose of
developing Buprenorphine Policy and
protocols for dosing. Policy/protocols
will be effective as of 6/1/17.

DON and PD will have meeting with
nurses of Western Carolina Treatment
Center to review expectations regarding
observed dosing with buprenorphine
products on Wed., 6/14/17

ding urine drug screen

ern Carolina Treatment Center.
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the wall between 2 of the dosing windows. While
that client sat for her Buprenorphine to dissolve,
the LPN was on the computer and dosing other
clients. The LPN glanced at the client
approximately 1 time per minute for 4 minutes
while the client sat across from the window.
When the client returned to the window to have
her mouth checked it was approximately 30
seconds before the LPN looked up in response.
While this client was sitting in the chair waiting for
the Buprenorphine to dissolve the nurses were
observed to be on the computers reading
material unrelated to their work and to be chatting
among themselves.

At 10:05AM a second client was dosed
Buprenorphine at the window. The client went
and:sat in a chair across from the window while
the medication dissolved. The LPN dosed 2
other clients and worked on the computer for
approximately 3 minutes before looking at the
client sitting in the chair.

During both observations the clients were not
consistently monitored and could have easily
diverted the Buprenorphine.

Review on 5/17/17 of the Diversion Control Plan
revealed:

Observed Dosing section indicated "Only one
patient is permitted at the dosing window at one
time ...The Dispensing Nurse ...pours the
medication, dilutes it with water or another
beverage, and then observes the patient
swallowing the medication. After taking the dose
of medication, the patient is dispensed plain
water and must drink that while observed. Before
leaving the dosing window, the patient is required
to speak to the nurse assuring that medication
has rot been "cheeked" ..."

The plan did not specify procedures that
nurses followed for the dosing of Buprenorphine

Director of Nursing and Program
Director will be responsible monitoring
compliance. Monitoring will be
ongoing. An assessment will be made
of any additional training/protocol
needs within 30 days of implementation
of new practices.

Failure of pharmacy staff to comply
with new practices for observing
buprenorphine product dosing will
result in performance management.
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which required observation of the client while the
medication dissolved and additional monitoring
required before leaving the clinic.

Interview on 5/17/17 with the Director of Nursing
revealed:

No specific policy for the dosing of
Buprenorphine.

Protocol for Buprenorphine was that the client
places the medication under their tongue and sits
across from the dosing window while the
medication dissolved. Nurses were to monitor to
ensure that a client was not putting their hand to
their mouth, fiddling with their purse or using a
tissue to divert their medication.

The client then would return to the dosing
window for a nurse to check to ensure the
medication was dissolved.

It took approximately 10 minutes for the
Buprenorphine to dissolve.

The nurses were busy at the window so
constant supervision was "a bit of an issue".

"We can't just have that one client stand at
the window for 10 minutes.”

The decision was made to have clients sit
across from the dosing window and make the
best effort they could to monitor the client.

Interview on 5/17/17 with the Program Director
revealed:

Compliance reviews were being conducted
monthly to ensure counseling requirements were
met.

Meeting the counseling requirement had not
improved with some counselors.

Eome counselors may not have consistently
documented their work and some counselors
possibly lacked the organizational skills required
to track casework due.

If a client profile was not created correctly the

V 238
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computer system may not have flagged a urine
drug screen due.
She acknowledged that the Diversion control
plan lacked the clinic protocols for Buprenorphine
dosing.
This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.
V 836 27E .0107 Client Rights - Training on Alt to Rest. | V 536

Int.

T0ANCAC 27E .0107 TRAINING CN
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

(a) Facilities shall implement policies and
practices that emphasize the use of alternatives
to restrictive interventions.

(b) Prior to providing services to people with
disabilities, staff including service providers,
employees, students or volunteers, shall
demonstrate competence by successfully
completing training in communication skills and
other strategies for creating an environment in
which the likelihood of imminent danger of abuse
or injury to a person with disabilities or others or
property damage is prevented.

(c) Provider agencies shall establish training
based on state competencies, monitor for internal
compliance and demonstrate they acted on data
gathered.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.

(e) Formal refresher training must be completed
by each service provider periodically (minimum
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annually).

(f) Content of the training that the service
provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rute.

(g) Staff shall demonstrate competence in the
following core areas:

(1) knowledge and understanding of the
people being served;

(2) recognizing and interpreting human
behavior;

(3) recognizing the effect of internal and
external stressors that may affect people with
disabilities;

(4) strategies for building positive
relationships with persons with disabilities;

(5) recognizing cultural, environmental and
organizational factors that may affect people with
disabilities;

(6) recognizing the importance of and
assisting in the person's involvement in making
decisions about their life;

(7) skills in assessing individual risk for
escalating behavior;

(8) communication strategies for defusing
and de-escalating potentially dangerous behavior;
and

(9) positive behavioral supports (providing
means for people with disabilities to choose
activities which directly oppose or replace
behaviots which are unsafe).

(h) Service providers shall maintain
documentation of initial and refresher raining for
at least three years.

(1) Documentation shall include:

(A) who participated in the tralning and the
outcomes (pass/fail);

(B) when and where they attended; and
(C) instructor's name;
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(2) The Division of MH/DD/SAS may
review/request this documentation at any time.

(i) Instructor Qualifications and Training
Reqguirements:

(1) Trainers shall demonstrate competence
by scoring 100% on testing in a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions.

(2) Trainers shall demonstrate competence
by scoring a passing grade on testing in an
instructor training program.

(3) The training shall be
competency-based, include measurable learning
objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or
failing the course.

(4) The content of the instructor training the
service provider plans to employ shali be
approved by the Division of MH/DD/SAS pursuant
to Subparagraph (i}(5) of this Rule.

(5) Acceptable instructor training programs
shall include but are not limited o presentation of:
(A) understanding the adult learner;

(B) methods for teaching content of the
course;

(C) methods for evaluating trainee
performance; and

(D) documentation procedures.

(6) Trainers shall have coached experience

teaching a training program aimed at preventing,
reducing and eliminating the need for restrictive
interventions at least one time, with positive
review by the coach.

(7) Trainers shall teach a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions at least once
annually.

| (8) Trainers shall complete a refresher
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instructor training at least every two years. (j)
Service providers shall maintain documentation
of initial and refresher instructor training for at
least three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcomes (pass/fail);

(B) when and where attended; and
(C) instructor's name.
(2) The Division of MH/DD/SAS may

request and review this documentation any time.
(k) Qualifications of Coaches:

(1) Coaches shall meet all preparation
requirements as a trainer.

(2) Coaches shall teach at least three times
the course which is being coached.

(3) Coaches shall demonstrate
competence by completion of coaching or
train-the-trainer instruction.

(1) Documentation shall be the same preparation
as for trainers. ‘

This Rule is not met as evidenced by:

Based on record review and interview the facility
failed to ensure that 1 of 4 sampled staff
(Licensed Practical Nurse-LPN) had training in
alternatives to restrictive interventions. The
findings are:

Review on 5/16/17 of the personnel record for the
Licensed Practical Nurse revealed:

Hire date was 5/23/18.

No documentation of required training in
alternatives to restrictive interventions.
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Interview on 5/17/17 with the Program Director
revealed:

The LPN did not complete her orientation.

Nursing needs took precedence over training
needs and the training in alternatives to restrictive
interventions was not completed.

The last NCI (North Carolina Interventions)
training was conducted on 5/16/16 just prior to
the nurses hire date. She did not think later
about that training requirement for the nurse.
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WESTERN CAROHNA

TREATMENT CENTER, INC

June 6, 2018

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Please find enclosed the Plan or Correction prepared as a response to our Annual
and Follow-Up Survey completed on 5/10/18.

If you need anything further, please feel free to contact me at 828-251-1478
extension 208.

Respectfully,

% @ %M/UMM’ MS, %/(’&é

Amy B. Shroyer, MS, LCAS, CCS
Program Director

573 MERRIMON AVE. SUITE 18 | ASHEVILLE, NC 28804 | p:'828.251.1478 | F: 828.251.5227 | WWW.CAROLINATREATMENTCENTERS.COM
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Western Carolina Treatment Center
MHL # 011-246
i Plan of Correction
Survey completed May 10, 2018

V109

27G .0203 Privileging/Training Professionals

Western Carolina Treatment Center completed in-service staff training on Wednesday, May 30,
2018 which covered core skills, including technical knowledge, cultural awareness, analytical skills,
interpersonal skills, and particularly communication skills, ‘decision making skills and clinical
judgement skills, For those staff members that were not present, this material was covered with
them the following day, May 31, 2018.

As issues arise that demonstrate a professional is lacking any of the core skills, immediate increase
in supervision will be provided by their direct supervisor.

Specifically related to Counselor #1, a plan of f)erformance management (written coaching) has
been delivered. It includes expectations regarding having her filing current by June 30, 2018 and
maintaining it going forward as well as increased weekly supervision with either the program
director or clinical supervisor that focuses on decision making abilities, communication skills &
clinical judgment. Additionally, during employee coaching conversation, she was reoriented to
existing policies, procedures and processes that she had failed to utilize which contributed to the
issue. Examples include Western Carolina Treatment Center’s Records Policy and Communication
Between Service Providers Policy as well as functions of the Substance Abuse Counselor job
description. ‘

The Program Director, Director of Nursing and Clinical Supervisor will be responsible for
monitoring this issue to ensure similar things do not happen again. Monitoring will take place at
least every 6 months (at the time of annual review and 6 month follow up) to ensure competency of
all professionals. However, monitoring will be an ongoing process.

V233

27G .3601 Qutpatient Opioid Treatment - Scope

Western Carolina Treatment Center reviewed every patient chart so as to identify patients
considered medically at-risk. Medically at risk, included but was not limited to, patients with
cardiac issues, respiratory issues, patients with possible drug-drug interactions or those identified
by their provider or our Medical Director as in need of follow up steps. The review of those records
was conducted by Program Director, Clinical Supervisor, Director of Nursing, & Health & Safety
Officer. If a patient was identified as medically at risk, a permanent flag was placed in the EMR
system to alert staff to that. If there were any follow-up steps identified as necessary (i.e., updated
Coordination of Care, EKG testing, Medical Director office visits), those items were initiated with
patient as well.

For any new admission, Western Carolina Treatment Center will document in their physical chart
as well as our EMR (via a flag) the status of any medical issues and any additional follow up that
might be required.
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When Medical Records are received from an outside provider, they will be immediately placed in
Medical Records box located in front office. They will remain there for review and/or
documentation by either a member of the medical team, Program Director or Clinical Supervisor.
When records are reviewed, they will be initialed in top right corner so recipient of records knows
they have been reviewed. A “Medical Records Receipt” note will be entered into EMR as well. The
purpose of this is to aid in effective decision making regarding a patient’s medical status, ensuring
adequate communication across disciplines and to ensure highest quality clinical care. If there is
any further communication that needs to take place with patient’s provider, a member of medical
team, Clinical Supervisor or Program Director:will initiate that.

Western Carolina Treatment Center has implemented the following practices as part of our process
for ensuring accuracy and adequate c0mmun1tat10n regarding decisions made during follow up
visits with Medical Director:

e A workstation was purchased along with two chairs to allow for room to be reconfigured.
This allows for Director of Nursing and Program Director to address any documentation
that needs to occur in EMR system while Dr. Nash conducts visit with the patient. The
workstation houses the computer, telephone and close access to the copier/printer. If MD
gives an order, they are immediately typed into EMR system and able to signed
immediately. For every follow-up step he requests, they are documented in EMR
accordingly (i.e., follow up EKG’s, follow up MD visits, Coordination of Care updates, etc.).

e Program Director and/or Director of Nursing will ensure that if either of them are
unavailable to be a participant in medical appointments of patients with Medical Director,
that a proxy sits in their place for the duration of the appointment and any applicable follow
up steps are documented/noted in EMR.

e During appointments with Medical Director, any follow up steps, documentation, etc. will be
immediately placed in EMR.

e Any documentation generated by Medical Director regarding a patient will be reviewed by
attendees of follow up appointment and will be copied & forwarded to medical staff as well
as returning the original copy to the patient’s chart (which resides with the counselor).

The above items will be monitored by Program Director, Clinical Supervisor and Director of
Nursing. Monitoring will be ongoing. ‘

Western Carolina Treatment Center will begin regular Quality Records Reviews of each counselor’s
caseload on a quarterly basis. Ata minimum, at least 5% of each counselor’s charts will be
reviewed quarterly to ensure that we are operating within regulatory requirements and
implementing directives given regarding patient care.

This will be monitored by Clinical Supervisor and Program Director. It will be monitored on an
ongoing basis. -

. St M5,
ofeltd Lo, Lee
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WESTERN CAROLINA TREATMENT CENTER

V 000( INITIAL COMMENTS V 000

An annual and follow up survey was completed
! on 5/10/18. Deficiencies were cited.

This facility is licensed for the following service

| category: 10ANCAC 27G .3600 Outpatient

: Oploid Treatment. The census at the time of the
survey was 832.

V 108 27G .0203 Privileging/Training Professionals V109

T0ANCAC 27G .0203 COMPETENCIES OF
QUALIFIED PROFESSIONALS AND
ASSCCIATE PROFESSIONALS

(@) There shall be no privileging requirements for, I
qualified professionals or associate professionals. '
(b) Qualified professionais and associate _
professionals shall demonstrate knowledge, skills’
and abilities required by the population served. |
{c) Atsuch time as a competency-based :
employment system is established by rulemaking,
then quailified professionals and associate
professionals shall demonstrate competence,

(d) Competence shall be demonstrated by
exhibiting core skills Including:

(1) technical knowledge;

(2) cultural awareness;

(3) analytical skills;

(4) decision-making;

(5) interpersonal skills;

(6) communication skills; and

(7) clinical skills.

(e) Qualified professionals as specified in 10A
NCAC 27G .0104 (18)(a) are deemed to have

| met the requirements of the competency-based
employment system in the State Plan for
MH/DD/SAS.

(f) The governing body for each facility shall

i develop and implement policies and procedures
for the initiation of an individualized supervision
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plan upon hiring each associate professional.
(g9) The associate professional shall be
supervised by a qualified professional with the
population served for the period of time as
specified in Rule .0104 of this Subchapter.

This Rule is not met as evidenced by:

Based on record reviews and interviews 1'of 4
audited staff (Counselor #1) failed to demonstrate
knowledge, skills and abilities required by the
population served. The findings are: ;

Review on 5/9/18 of the personnel record for
Counselor #1 revealed:

-Date of hire was 4/13/10.

-BSW (Bachelor of Social Work) and met criteria
for CSAC (Certified Substance Abuse Counselor).

Review on 5/8/18 of counseling notes from
11/2017-5/2018 for Client #27 revealed:

-No documentation to indicate that Counselor #1
had contacted the PCP (Primary Care Physician)

i to address any changes in medication.

-No documentation to indicate that Counselor #1
had communication with the Medical Director or ~
nursing staff to address concerns noted on’ :
12/7/17.

[nterview on 5/9/18 with Counselor #1 revealed:
-She was not working on 12/7/17. She did not
know who may have been involved in the
appointment that Client #27 had with the Medical.
Director.

-She indicated that when the EKG
(Electrocardiogram) was sent from the PCP
(Primary Care Physiclan) she put it in her fife but
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wendered why she didn't get the medication list
so she contacted them to send the medication
list. She could not remember if she saw the
medical notes written by the PCP that
recommended a lower Methadone dose.
~-The medication list for Client #27 had been
faxed from the PCP on 11/21/17. '

-She did not know who had made the ,
appointment for Client #27 to see the Medical
Director. She had not scheduled the
appointment.

-She returned to work on 12/8/17.

-The medical note from the Medical Director was

)
i

| placed in her mail box.
| -She could not recall when she saw or read the

medical note writter by the Medical Director on
12/7/17.

i Interview on 5/8/17 with the Clinical Director

revealed:

-Counselor #1 called in sick on 12/7/17 and did
not attend the appointment that Client #27 had
with the Medical Director.

-The original medical note written by the Medtcal
Director on 12/7/17 was placed in Counselor #1's
mail box.

-When Counselor #1 returned to work on 12/8/17
she removed the filing from her box but failed to
review the documentation. The documentation
remained in a "to be filed" box until 5/8/18.
-Counselor #1 had not read the note or copied
the medical note for the nursing staff.

-All filing for Counselors had to be completed
within 30 days. Counselors were to review their
mail, make any decisions as to what should be
completed for a client or consult with her if they

! were uncertain about what course of action to

take.

This deficiency is cross referenced into 10A

V109
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NCAC 27G .3601 Scope (V233) for a Type A1
i rule violation and must be corrected within 23
| days. i
V 233| 27G .3601 Outpt. Opiod Tx. - Scope V 233

10ANCAC 27G .3601 SCOPE .

{a) An outpatient opioid treatment facility -
provides periodic services designed 1o offer the
individual an opportunity to effect constructive
changes in his lifestyle by using methadone or
other medications approved for use in opioid
treatment in conjunction with the provision of
rehabilitation and medical services. ) ‘
(b) Methadone and other medications approved -
for use in opioid treatment are also tools in the

: detoxification and rehabilitation process of an

opioid dependent individual.

{c) For the purpose of detoxification, methadone
and other medications approved for use in opioid
treatment shall be administered in decreasing
doses for a period not to exceed 180 days.

{d) For individuals with a history of being
physiclogically addicted to an opioid drug for at
least one year before admission to the sérvice,
methadone and other medications approved for
use in opioid treatment may also be used in
maintenance treatment. In these cases,
methadone and other medications approved for
use in opioid treatment may be administered or

i dispensed in excess of 180 days and shallbe 3’

administered in stable and clinically established -

dosage levels.

{ This Rule is not met as evidenced by:

Based on interviews and record review the facility
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failed to provide services designed to affect
constructive changes in the client's lifestyle by
using methadone in conjunction with the provision
of rehabilitation and medical services affecting 1
of 32 sampled clients (#27). The findings are:

Cross reference: 10ANCAC 27G .0203
Competencies of Qualified Professionals ahd
Associate Professionals (V109) Based on'record’
reviews and interviews 1 of 4 audited staff
(Counselor #1) failed to demonstrate knowledge,
skills and abllities required by the population

served.

Record review on 5/8/18 for Client #27 revealed:

-Admitted on 5/1/17 with diagnoses of Cpibid
Dependence, Diabetes, and Neuropathy.

-Age 51.

-Methadone ordered at dose of 150mg on
5/25/17.

-Additional medications prescribed included
Aspirin 81mg, daily; Atorvastatin Calcium 20mg
(high cholesterol), daily; Amitriptyline 75mg
(insomnia/depression), one at bedtime; Neurontin
300mg (Neuropathy), 1 three times daily;
Metformin 1000mg (Diabetes), 1 twice daily;
Levemir, 20 units in the morning/25 units in the
evening (Diabetes}); Lisinopril 2.5mg (high blood
pressure), one daily; and Doxycycline : :
Monohydrate 100mg (antibiotic), one daily. i

Review on 5/8/18 of medical documentatioh

obtained from the Primary Care Physician (PCP)"-

revealed:

-EKG (Electrocardiogram) dated 11/8/17
indicated QTc (measure of time between start of
the Q wave and end of the T wave in the heart's
electrical system) at 458ms (milliseconds)
.."unconfirmed interpretation ...long QT interval
...borderline ECG (Electrocardiogram) ..."
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-Physician's order form signed by the PCP and
dated 11/8/17 indicated "Please decrease
Methadone to 120mg every day or less to avoid
possible Torsades (French word- specific form of
polymorphic ventricutar tachycardia)."
-Physician's order form signed by the PCP and
dated 11/15/17 indicated "EKG shows QT interval
prolongation. This is a side effect of your

i medication (Methadone). (This can lead to V.
Fib. (Ventricular fibrillation)). Please decrease -
the Methadone dose." '

Review on 5/8/18 of ECG Report dated 11/22/17

| conducted by the facility for Client #27 revealed:
-QTc had increased to 465ms. _

-No follow up ECG conducted until 5/9/18 {during.
the survey as part of the plan of protection). :

Review on 5/8/18 of medical notes from
11/2017-5/2018 for Client #27 revealed:
-Physician order sheet dated 12/7/17 indicated
"QTe 11/22/17 =465, MTD (methadone)=150/day,
has DM. (demonstrated) neg FHX (family history}
heart disease, PCP ...has been rec.
(recommending) decreased dose of MTD ...Rec
discontinue Amitriptyline if approved by PCP,
check EKG 2-4 weeks off, consider split dose of
MTD to improve pain RX and possibly decrease
MTD. Attempt to get to lowest adequate MTD
dose, try to get QTc less than 450." '

i -No medical follow up documented. : .
-No follow up EKG testing documented.

Review on 5/8/18 of the MARs (medication
administration records) dated 12/2017-5/2018 for
Client #27 revealed that the Methadone dose was
never reduced and was maintained at 150mg per
day.

Interview cn 5/9/18 with Client #27 revealed:
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-He had taken Methadone on and off since 1996.
His current dose of Methadone was 150mg.
-His PGP had prescribed Amitriptyline to help with
his sleep disturbance. I
-He was seen by his PCP in November and had
an EKG conducted. His PCP asked at that time
for him to consider a lower dose of methadone.
-In early December the clinic Medical Director |
met with him and discussed his medications and '
EKG results. The Medical Director asked him to
stop taking the Amitriptyline that had been
prescribed. He tapered himself off the
Amitriptyline and had completely stopped taking
the medication by January 2018. ) !
-He had not seen the clinic Medical Director since |
December. . . :
1

Interview on 5/9/18 with Counselor #1 revealed:
-The only thing she does with the PCP or another
outside medical provider is the coordination of
care to let them know about the Methadone and
to request information about other medications
prescribed.

-Typically in appointments with the Medical |
Director he wrote an order, then the nurse made
a copy for the pharmacy record and the original
went into the client record maintained by the
counselor. The nurse would put any "flags"
necessary in the computer system. = : (
-She was not working on 12/7/17. ' . i
-She could not remember if she saw the medical:
notes written by the PCP that recommended a
lower Methadone dose. |
-She returned to work on 12/8/17. ]
-There was no further coordination with the: PCP
to address the concerns expressed regarding
Client #27's Methadone dose. '

-She had no further consultation with nursing staff
or medical staff to address recommendations
made by the Medical Director. I
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Interview on 5/9/18 with the Director of Nursing
revealed: _

-For all appointments with the Medical Director
she was in attendance as well as the assigned
counselor and the Program Director.

-During the appointment the Medical Director
reviewed the medical chart, looked at medication
and addressed any issues raised by the staff or
client. As a result the Medical Director wrote a

! medical note or physician's order which was

| given to her. She copied and kept a copy for the’
pharmacy record and gave the original to the
Counselor. She reviewed the orders and signed
off and then set any flags in the computer system.
-On 12/7/17 when the Medical Director met with |
Client #27 she and the Program Director were
conducting an interview with a new Nurse and

! neither of them attended the appaintment.

-She did not receive the medical note written on
that date by the Medical Director. A copy of the
medical note dated 12/7/17 was not in the
pharmacy record.

-Follow up contact should have been attempted
with the PCP to discuss discontinuation of the
Amitriptyline. If she had seen his |
recommendation she would have asked the ]
Medical Directar to try a lower Methadone dose
and would have scheduled a follow up EKG.

,e

Interview on 5/8/17 with the Clinical Directo
revealed: j

-It was standard practice for a Counselor to
accompany their client to any appointments with
the Medical Director. Typically the Counselor
made a copy of any medical note and gave.to the .
nurses for the pharmacy record.

-Counselor #1 called in sick on 12/7/17 and did
not attend the appointment that Client #27 had
with the Medical Director.
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-The original medical note written by the Medical
Director on 12/7/17 was placed in Counselor #1's
mail box. She was not aware of who put the
medical note in the mail box. There was no copy
made of the original note for the pharmacy
record.

| -The medical note written on 12/7/17 was located"

on 5/8/18 (during the survey). It had been placed
in documentation that was to be filed. When
Client #27 was included in the DHSR (Division of
Health Services Regulation) survey sample, the
filing was reviewed for any documents that
needed to be included with the record.

-The Director of Nursing (DON) and the Program
Director (PD) also attended all medical

appointments. On 12/7/17 the DON and the PD ..

were mterv:ewmg a new nurse and were not n
the medical appointment.

-At this time there was no system in place for
other clinical or medical staff to participate in
appointments with the Medical Director in the
absence of the PD, DON or assigned Counselor.
-There was no follow up done to any
recommendation made by the Medical Director
on 12/7/17.

! Interviews on 5/8/18 and 5/10/18 with the Medlcal

Director revealed:
-The normal QTc for men was 450. Real concem”

began if the QTc reached 500. i
. -Age, medications, heart disease, and Methadone:

could protong the QT interval. He indicated that
Amitriptyline could also prolong the QT intérval.
-The QTc for Client #27 was 15 milliseconds
longer than a normal persons. If the QT inferval
was prolonged, "the window of chaos" was longer
and in that "window of chaos" ventricular

i fibrillation could occur,

-Client #27 had a "slight increased risk" for
ventricular fibrillation. !
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-He stated that Ventricular Fibrillation is fatal.

-As a clinic they had not demonstrated that
150mg of Methadone was the best dose for Client
#27.

-He indicated that it would have been harmful to |
abruptly reduce Client #27's dose from 150 mg fa
120 mg, but "the PCP was right to ask for a

i reduction in the dose.”

-A reduction in the Methadone dose could have
been safer or lass safe, "there were risks on both
sides”, but they needed to have investigated what
was going on with Client #27 in order to
determine the best dose. _

-He indicated that since 12/7/17 the QT could
have increased further for Client #27 or it could
have decreased in that timeframe. They were

- "guilty of not delivering on a series of actions."

-They should have tried to reduce the dose, He
did not know why that wasn't done,

-He had no idea if the Amitriptyline had been
reduced.

-He had not had any further contact with Client
#27.

-"t know nothing since 12/7/17."

-"This was a screw up."

-"We need to learn from this."

Review on 12/9/18 of the Plan of Protection
completed and signed by the Program D[rector
revealed:

What immediate action will the facility take to
ensure the safety of the consumers in your care?.
Describe your plans to make sure this happens?

: "Western Carolina Treatment Center has already

taken the following steps in regards to patient
identified:

-On 5/8/18, patient had session with [Evemng
Counselor, LCAS] to check in on status of ¢urrent
meds and his interpretation of how he Is doing
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medically. Documentation was created and
made part of patient record.
-5/9/18, patient received EKG completed on-site

i prior to dosing.

-Patient is scheduled to see Medical Director for
follow up visit on 5/17/18 @ 10:00 a.m.
-Director of Nursing will initiate further
coordination of care with patient's medical
provider ta continue dialogue around medical
recommendations,

-Patient has been flagged for monthly EKG's for
the next 6 months.”

"Western Carolina Treatment Center will take the
following steps in regards to all the patients, within
our care:

| -We will begin a process for identifying medlcal]y

at risk patients (active patients who have been in
treatment already) that includes a review of the
Medical Section of each patient's chart. Medically
at risk may include, but is not [imited to, patients
with cardiac issues, respiratory issues, patients
with possible drug-drug interactions, or those
identified by either their provider or our Medical
Director as in need of follow up steps. The
Medical Director of Western Carolina Treatment
Center will determine medically at risk patients.
This review will be completed by Program
Directar, Clinical Supervisor, Director of Nursing,
or Health & Safety Officer. This will begin
immediately. If a patient is identified as medically’
at risk, a permanent flag will be placed on them 5

i utilizing our EMR system.

-On all new admissions, we will document in thelr
physical chart as well as our EMR system (via a
flag) the status of thelr medical Issues.

-Upon receipt of any Medical Records from an
outside provider, they will be placed in Medical
Records box for review and/or documentation by
a member of the medical team, Program Dlrector

V 233
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‘communication, while monitoring clinical

or Clinical Supervisor. The purpose of this will be
to aid in effective decision making regarding a
patient's medical status, ensuring adequate
communication across disciplines and to ensure
the highest quality clinical care. !
-Program Director and/or Director of Nursing WI||
ensure that if they are unavailable to be a |
participant in medical appointments of patients !
with Medical Director that a proxy sits in their
place for the duration of the appointment and any
appllcable follow up steps are noted/documented
in EMR.

-During appointments with Medical Dlrector any
follow up steps, documentation, etc. will be
immediately placed in EMR.

-Any documentation generated by Medlcai
Director regarding a patient will be copied and
forwarded to medical staff."

"Western Carolina Treatment Center will take the
following steps in regards to identified
professional lacking competency in decision
making, communication and clinical skills:

-For the counselor identified responsible for this
particular patient, a plan of performance
management (written coaching) has been written
and will be delivered.

-Additionally, counselor will be required to -
participate in weekly supervision sessions with
either Program Director or Clinical Supervisar. %
These sessions will focus on increasing &
decisions made in regards to patients on l
caseload."

"Western Carolina Treatment Center will take the ’

following steps to ensure all professionals
demonstrate competency:

-Training and/or in-service will be provided on
core skills as defined by 10A NCAC 27G.0203.
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i This training will be provided by 5/31/18,"

-If issues arise that demonstrate professional is
lacking any of the core skills, immediate increase
in supervision will be provided by supervisor.”

| Client #27 was prescribed multiple medications in

addition to his Methadone for co-occurring’
medical conditions. In November 2017 his®
Primary Care Physician communicated concemns
about the Methadone dosage at 150mg. He
stressed his concern in writing to the facility that
Client #1 was at increased risk for ventricular
fibrillation if he continued to take Methadone at
150mg per day. He strongly recommended a
reduction in dose. When a follow up EKG test
conducted by the facility revealed an even higher.
result, the Medical Director recommended the
discontinuation of another medication taken by
Client #1, a follow up EKG, and evaluation of the
Methadone dose for changes or possibie
reduction. The only copy of those medical

i recommendations went unread and unaddressed

by Counsslor #1 for 5 months. During that time
Client #27's Methadone dose remained at
150mg. The facility failed to follow medical
recommendations to ensure Client #27 remained
medically safe at his dosage of Methadone. No

| further testing, evaluation or consultation was

conducted by the facility during the 5 month

timeframe to reduce the risk for a cardiac évent -

that could have been fatal. This deficiency: 1
constitutes a Type A1 rule violation for seridus
neglect and must be corrected within 23 days.

An administrative penalty of $6000.00 is imposed.
If the violation is not corrected within 23 days, an
additicnal administrative penalty of $500.00 per
day will be imposed for each day the facility is out
of compliance beyond the 23rd day.
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T0ANCAC 27E .0107 TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

(a) Facilities shall implement policies and
practices that emphasize the use of a[ternatlves

i to restrictive interventions.

(b) Prior to providing services to people with
disabilities, staff including service providers,
employees, students or volunteers, shall
demanstrate competence by successfully
completing training in communication skills and
other strategies for creating an environment in
which the likelihood of imminent danger of abuse,
or injury to & person with disabilities or others or
property damage is prevented.

i (c) Provider agencies shall establish training

based on state competencies, monitor for internal
compliance and demonstrate they acted on data
gathered.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.

(e) Formal refresher training must be completed”

by each service provider periodically (mmlmum
annually). _

(f) Content of the training that the service .
provider wishes to employ must be approved by -
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

(g) Staff shall demonstrate competence in the
following core areas:

) knowledge and understanding of the
people being served;

1
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external stressors that may affect people wuth
disabilities;

(4) strategies for building positive
| relationships with persons with disabilities;
(5) recognizing cultural, environmentat and

organizationai factors that may affect people with
disabilities; '
i (6) recognizing the importance of and

| assisting in the person's involvement in making
decisions about their life;

(7) skills in assessing individual risk for
escalating behavior;
(8) communication strategies for defusing

i and de-escalating potentially dangerous behavior;
and
(9) positive behavioral supports (providing

means for people with disabilities to choose
activities which directly oppose or replace
behaviors which are unsafe).

(h) Service providers shall maintain
documentation of initial and refresher trammg for
at [east three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcomes (pass/fail);

(B) when and where they attended; and
(C) instructor's name; |
(2) The Division of MH/DD/SAS may:

review/request this documentation at any time.

(i) Instructor Qualifications and Training
Requirements:

(1) Trainers shall demonstrate compétence
by scoring 100% on testing in a training program

need for restrictive interventions.
{2) Trainers shall demonstrate competence

aimed at preventing, reducing and eliminating the |
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L (2) recognizing and interpreting human
behavior;
3) recognizing the effect of internal'and
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)

by scoring a passing grade on testing in an
instructor training program.

(3) The training shall be
competency-based, include measurable learning
objectives, measurable testing (written and by

observation of behavior) on those objectives and -

measurable methods to determine passmg or
failing the course. ‘
(4) The content of the instructor training the
service provider plans 1o employ shall be

| approved by the Division of MH/DD/SAS pursuant
| to Subparagraph (i)}{(5) of this Rule.

(5) Acceptable instructor fraining programs
shall include but are not limited to presentation of;

(A) understanding the adult learner;

' (B) methods for teaching content of the
course;
(C) methods for evaluating trainee

performance; and

(D) documentation procedures.

(6) Trainers shall have coached experience
teaching a training program aimed at preventing,
reducing and eliminating the need for restrictive
interventions at least one time, with positive

- review by the coach.

| (7)

Trainers shall teach a training program
aimed at preventing, reducing and eliminating the
need for restrictive interventions at least once
annually. .
(8) Trainers shall complete a refresher
instructor training at least every two years.

(j) Service providers shall maintain :
documentation of initial and refresher instructor
training for at least three years. :

(1) Documentation shall include:

(A) who participated in the fraining and the
outcomes (pass/fail);

(B) when and where attended; and
instructor's name.
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IDENTIFICATION NUMBER:

MHLD011-246

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

R
05/10/2018

NAME OF PROVIDER OR SUPPLIER

WESTERN CAROLINA TREATMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

573 MERRIMON AVENUE

ASHEVILLE, NC 28804

(x4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES |
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATIQN)

I D PROVIDER'S PLAN OF CORRECTION (X5)

DEFICIENCY)

.1 PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
' TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

V 536

Continued From page 16

(2) The Division of MH/DD/SAS may
request and review this documentation any time.
(k) Qualifications of Coaches:

(1 Coaches shall meet all preparation
requirements as a trainer. :
(2) Coaches shall teach at least three imes
the course which is being coached.

 (3) Coaches shall demonstrate

competence by completion of coaching or
train-the-trainer instruction.

: () Documentation shall be the same preparation

as for trainers.

i This Rule is not met as evidenced by:

Based on record review and staff interview, the
facility falled to ensure all staff, completed training
in alternatives to restrictive intervention training
from an approved curriculum annually for 1 of 4
sampled staff (Counselor #3). The findings are:

Record review on 5/9/18 for Counselor #3
revealed:

-Date of Hire 1/22/18

-Documentation of training in alternatives to
resirictive interventions was dated 2/19/18 not
prior to providing services.

Interview on 5/9/18 with the Program Director
revealed:

i -The facility used the NCI curriculum to cofnp]ete

+ alternatives to restrictive interventions training;

scheduling NCI had become more difficult.

-Had NCI plus scheduled but trainer had to delay
training due to illness.

-Was not aware this training was required prior to

V 536

Division of Health Service Regulation
STATE FORM

it 5UCK11

If continuation sheet 17 ¢f 18




Division of Health Service Requlation

Supplemental #1

July 26,
12:11 P.M.

203 BRINTED: 05/23/2018

FORM APPROVED

providing services.

new employees.

I -Will include this training as part of orientation for

This deficiency constitutes a re-cited deficiency
and must be corrected within 30 days.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A COMPLETED
i R
MHL011-246 B. WiNG 05/10/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
573 MERRIMON AVENUE
WESTERN CAROLINA TREATMENT CENTER
ASHEVILLE, NC 28804
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN U s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 536 | Continued From page 17 V 536 |

Division of Heaith Service Regulation
STATE FORM

sese 5UCK11
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Supplementat—#t+——
July 26, 2018

STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ {MULTIPLE CONSTRUCTION 12:11 P.M. DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

MHLO11-246 v |B. Wing vz 51102018 -
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

WESTERN CAROLINA TREATMENT CENTER 573 MERRIMON AVENUE

ASHEVILLE, NC 28804

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accamplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix ccdes shown to the left of eash requirement on the survey
report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 ' Y5 Y4 Y5
1D Prefix v0235 Correction ID Prefix vg238 Carrection ID Prefix Correction
27G .3603 (A-C 27G .3604 (E-K

Reg. # (A-C) Completed |Reg.# ) (B4 Completed | Reg. # Completed
LSC 05/10/2018 LSC 05/10/2018 LSC

1D Prefix Correction 1D Prefix Correction 1D Prefix Correction
Reg. # Completed [Req. # Completed | Reg. # Completed
LSC LsC LSC

ID Prefix Carrection 1D Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC - LSC LsC — .

1D Prefix Correction ID Prefix Correction 1D Prefix Correction
Reg. # Completed |Reg. # Completed |* Reg. # Completed
LSC LsC Lsc

1D Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSG R

REVIEWED BY REVIEWED BY DATE S.lGNATURE OF SURVEYOR DATE

STATE AGENCY [ | (INITIALS)

; Cathy Samford 5/10/18

REVIEWED BY REVIEWED BY DATE HILE DATE

CMS RO [ | (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FORANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

5/17/2017 UNCORRECTED DEFICIENCIES (GMS-2567) SENT TO THE FACILITY?  r—Jygs [] NO

STATE FORM: REVISIT REPORT (11/08)

Page 1 of 1

EVENT ID:

C48L12



Supplemental #1
July 26, 2018

_— | : " 12:11 P.M.

% NCDEPARTMENT OF ROY COOPER - Governor

757
'JFE / e MANDY COHEN, MD S
0% HUMAN SERVICES 1EN, MD, MPH ~ Secratary
'Q%_J g Division of Health Service Regulation MARK PAYNE -+ Director
) L‘:’J,‘,",‘-:”d““y'
June 1, 2018

Amy Shroyer, Program Director
Western Carolina Treatment Center, Inc.
573 Merrimon Ave.

Asheville, NC 28804

Re: Annual and Follow-up Survey completed May 10, 2018
Western Carolina Treatment Center, 573 Merrimon Ave., Asheville, NC 28804
MHL # 011-246
E-mait Address: amv.shrover@cgro]inatreatment'centers.com

Dear Ms. Shroyer:

Thank you for the cooperation and courtesy exténded during the annual and follow up survey completed
5/10/18.

As a result of the follow up survey, it was determined that some of the deficiencies dre now in
compliance, which is reflected on the enclosed Revisit Report. Additional deficiencies were cited during
the survey.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form. The purpose of
the Statement of Deficiencies is to provide you with specific detalls of the practice that does not comply
with state regulations. You must develop one Plan of Cormrection that addresses each deficiency listed on
the State Form, and return it to our office within ten days of receipt of this letter. Below you will find
details of the type of deficiencies found, the time frames for compliance plus what to include in the Plan of
Correction. ' '

Type of Deficiencies Found

=  Type A1 rule violation(s) are cited for 10A NCAC 27G .3601 Scope (V233); cross referenced 10A
NCAC 27G .0203 Competencies of Qualified Professionals and Associate Professionals (V109).

= Re-cited standard level deficiency.

Time Frames for Compliance

o Type A1 violations and all cross referenced citations must be corrected within 23 days from the
exit date of the survey, which is 6/2/18. Pursuant to North Carolina General Statute § 122C-24.1,
failure to correct the enclosed Type A1 violation(s) by the 23 day from the date of the survey
may result in the assessment of an administrative penalty of $500.00 (Five Hundred) against
Western Carolina Treatment Center, Inc. for each day the deficiency remains out of compliance.

= Re-cited standard level deficiency must be corrected within 30 days from the exit of the survey,
which is 6/9/18.

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION
MENTAL HEALTH LICENSURE AND CERTIFICATION SECTION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NC 27699-2718
www.ncdhhs.gov/dhsrf - TEL: 919-855-3795 « FAX: 919-715-8078

AN EQUAL OPPORTUNITY s AFFIRMATIVE ACTION EMPLOYER



' Supplemental #1
' July 26, 2018
12:11 P.M.

j 2 6% NC DEPARTMENT OF - ROY GOOPER - Govermor

HEALTH AND .
/ HUMAN SERVICES MANDY COHEN, MD, MPH - Secretary

- MARK PAYNE - Director, Division of Health Service Regulation

VIA CERTIFIED MAIL
June 1, 2018

Amy Shroyer, Program Director : |

Western Carolina Treatment Center, Inc. :

573 Merrimon Avenue, . T !
Asheville, North Carolina 28804 '

RE: Type A1 Administrative Penalty |
Western Carolina Treatment Center; 573 Merrimon Ave., Asheville, North Carolina
28804
MHL. # 011-246
E-mail Address: amy.shroyer@carolinatreatmentcenters.com

Dear Ms. Shroyer:

Based on the findings of this agency from a survey completed on May 10, 2018, we find that
Western Carolina Treatment Center, Inc. has operated Western Carolina Treatment Center in
violation of North Carolina General Statute (N.C.G.S.) § 122C, Article 2, the licensing rules for
Mental Health, Developmental Disabilities, and Substance Abuse Services. After a review of
the findings, this agency is taking the following action:

Administrative Penalty — Pursuant to N.C.G.S. § 122C-24.1, the Division of Health Service
Regulation, Department of Health and Human Services (DHHS), is hereby assessing a Type A1
administrative penalty of $6,000.00 against Western Carolina Treatment Center, Inc. for
violation of 10A NCAC 27G .3601 Scope (V233). Payment of the penalty is to be made to the
Division of Health Service Regulation, and mailed to the Mental Health Licensure and
Certification Section, 2718 Mail Service Center, Raleigh, North Carolina 27699-2718. If the
penalty is not paid within sixty (60) days of this notification, a 10% penalty plus accrued interest
will be added to the initial penalty amount as per N.C.G.S. § 147-86.23. in addition, the
Department has the right to initiate judicial actions to recover the amount of the administrative
penalty. The facts upon which the administrative penalty is based and the statutes and rules
which were violated are set out in the attached Statement of Deficiencies which are
incorporated by reference as though fully set out herein.

Appeal Notice ~ You have the right to contest the above action by filing a petition for a
contested case hearing with the Office of Administrative Hearings within thirty (30) days of
mailing of this letter. Please write the facility’s Mental Health License (MHL) number at the top
of your petition. For complete instructions on the filing of petitions, please contact the Office of
Administrative Hearings at (919) 431-3000. The mailing address for the Office of Administrative
Hearings is as follows:

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES » DIVISION OF HEALTH SERVICE REGULATION

LOGATION: 809 Ruggles Drive, Edgerton Building, Raleigh, NC 27603
MAILING ADDRESS: 808 Ruggles Drive, 2701 Mail Service Center, Raleigh, NC 27699-2701
www.ncdhhs.gov/dhsr « TEL: $18-855-8750 - FAX: 919-733-2757

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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Notification Requirements

Proof of Notification to Elected Officials

4835-6978-5198.1
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7/25/2018 USPS.com® - USPS Tracking® Results  Supplemental #1
July 26, 2018

USPS Tracking® FAQs > (http://fad 3sp$.8aM/L?articleld=220900)

Track Another Package +

Tracking Number: 70030500000013633456 Remove X

Your item was delivered at 10:45 am on July 18, 2018 in NASHVILLE, TN 37203.

& Delivered

July 18, 2018 at 10:45 am
Delivered
NASHVILLE, TN 37203

Get Updates \/

Text & Email Updates v
Tracking History Vv
Product Information Vv
See Less /\
Tracking Number: 70030500000013633449 Remove X

Your item was delivered to an individual at the address at 12:24 pm on July 20, 2018 in COSBY,

TN 37722.

https://tools.usps.com/go/TrackConfirmAction ?tLabels=70030500000013633456%2C70030500000013633449%2C70051160000473268282%2C7003... 1/5



7/25/2018 USPS.com® - USPS Tracking® Results
Suppliemental #1

July 26, 2018
. 12:11 P.M.
& Delivered

July 20, 2018 at 12:24 pm
Delivered, Left with Individual
COSBY, TN 37722

Get Updates \/

See More v/

Tracking Number: 70051160000473268282 Remove X

Your item was delivered to the front desk or reception area at 12:56 pm on July 18, 2018 in
NEWPORT, TN 37821.

(& Delivered

July 18, 2018 at 12:56 pm
Delivered, Front Desk/Reception
NEWPORT, TN 37821

Get Updates \/

See More v/

Tracking Number: 70030500000013633432 Remove X

Expected Delivery on

WEDNESDAY

1 8 JULY by
2018 @ 8:00pmo

https://tools.usps.com/go/TrackConfirmAction?tL abels=70030500000013633456 %2C70030500000013633449%2C70051160000473268282%2C7003...  2/5



7/25/2018 USPS.com® - USPS Tracking® Resuilts
Supplemental #1

& Delivered -112131;12? :Ima

July 18, 2018 at 3:13 pm
Delivered, Left with Individual
MORRISTOWN, TN 37814

Get Updates \/

See More v/

Tracking Number: 70030500000013633418 Remove X

Your item was delivered at 10:45 am on July 18, 2018 in NASHVILLE, TN 37203.

 Delivered

July 18, 2018 at 10:45 am
Delivered
NASHVILLE, TN 37203

Get Updates \/

See More Vv

Tracking Number: 70030500000013633388 Remove X

Your item was delivered to the front desk or reception area at 12:38 pm on July 18, 2018 in
NEWPORT, TN 37821.

& Delivered

July 18, 2018 at 12:38 pm
Delivered, Front Desk/Reception
NEWPORT, TN 37821

Get Undates v/
https://tools.usps.com/go/TrackConfirmAction ?tL abels=70030500000013633456%2C70030500000013633449%2C70051160000473268282%2C7003... 3/5



Supplemental #1

Waller Lansden Dortch & D"ulya 26 2018
511 Union Street, Suite 2700 215.246.6380  main
P.O. Box 198966 12:11 PilMbs2 0804 fax

Nashville, TN 37219-8966 wallerlaw.com

Kim Harvey Looney
615.850.8722  direct
kim.looney@wallerlaw.com

July 16, 2018

VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

Connie Ball, Mayor
City of Newport

300 East Main Street
Newport, TN 37821

Re: New Hope Treatment Center
Dear Mayor Ball:

Pursuant to Tennessee Code Annotated §68-11-607(c)(9)(A), this letter will serve notice
that our client, New Hope Treatment Center filed a Certificate of Need with the Tennessee
Health Services and Development Agency (“HSDA”) on July 13, 2018, for the establishment of a
non-residential methadone/substitution-based treatment center at 135 Fox and Hound Way,
Newport, Cocke County, Tennessee 37821. Attached is a copy of the Letter of Intent as filed with
the HSDA.

If you have any questions, please contact me at 615-850-8722 or by email at
Kim.Looney@wallerlaw.com.

Sincerely,
P U Rowny”
Kim Harvey Looney
KHL:lag
Enclosure

4830-4105-8925.1
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:: Supplemental #1

= July 26, 2018

State of Tennessee _}_
Health Services and Development Agencyn 12:11 P.M.
Andrew Jackson Building, 9" Floor =

502 Deaderick Street ""*,

Nashville, TN 37243 ;"E:J
www.tn.gov/hsda  Phone: 615-741-2364 Fax: 615-741-9884

LETTER OF INTENT

The Publication of Intent is to be published in the  Newport Plain Talk which is a newspaper
(Name of Newspaper
of general circulation in ~ Cocke . Tennessee, on or before ~ July 10 , 20 18
(County) (Month/Day) (Year)
for one day.

This is to prbvide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development

Agency, that:

N/A

New Hope Treatment Center
(Facility Type-Existing)

{(Name of Applicant)

New Hope Treatment Center of

owned by:  Tennessee, LLC with an ownership type of limited liability company

and to be managed by: itself intends to file an application for a Certificate of Need

for (PROJECT DESCRIPTION BEGINS HERE]:  The establishment of a non-residential methadone/substitution-based
treatment centet at 135 Fox and Hound Way, Newport, Cocke County, Tennessee 37821. The anticipated p1o]ect

Costs are approximately $554,000.

The anticipated date of filing the application is: July 13 v 20 18
The contact person for this project is Kim Harvey Looney, Esq. Attorney
. (Contact Name) (Title)
who may be reached at: Waller Lansden Dotrtch & Davis LLP 511 Union Street, Suite 2700
(Company Name) (Address)
Nashville 37219 615 / 850-8722
%} %y) (State) (Zip Code) (Area Code) / (Phone Number)
— July 10, 2018 Kim.Looney@walletlaw.com
(Signature) (Date) (Email-Address)

The Letter of Intent must be filed .in triplicate and received between the first and the tenth day. of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
preceding business day. File this form at the following address:

Health Services and Development Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person wishing to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the

application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)

4848-1874-0844.1



Supplemental #1
Waller Lansden Dortch & E’a’v‘lg|¥P26’ 2018

511 Unien Street, Suite 2701 » 1 Pé 14,6380 man
Wa I i E I P.O. Box 198966 2:1 51’*’27146804 fax

Nashville, TN 37219-8966 wallerlaw.com

Kim Harvey Looney
615.850.8722 direct
kim.looney@wallerlaw.com

July 16, 2018

VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

Crystal Ottinger
Cocke County Mayor
360 East Main Street
Newport, TN 37821

Re: New Hope Treatment Center
Dear Mayor Ottinger :

Pursuant to Tennessee Code Annotated §68-11-607(c)(9)(A), this letter will serve notice
that our client, New Hope Treatment Center filed a Certificate of Need with the Tennessee
Health Services and Development Agency (“HSDA”) on July 13, 2018, for the establishment of a
non-residential methadone/substitution-based treatment center at 135 Fox and Hound Way,
Newport, Cocke County, Tennessee 37821. Attached is a copy of the Letter of Intent as filed with
the HSDA.

If you have any questions, please contact me at 615-850-8722 or by email at
Kim.Looney@wallerlaw.com.

Sincerely,

Kim Harvey Looney
KHL:lag
Enclosure

4830-4105-8925.1



Supplemental #1
=1 July 26, 2018
5 12111 P.M.

.
ST

State of Tennessee
Health Services and Development Agency'*1
Andrew Jackson Building, 9" Floor =
502 Deaderick Street

10

saad

Nashville, TN 37243 o
www.tn.qov/hsda Phone: 615-741-2364 Fax: 615-741-9884
LETTER OF INTENT
The Publication of Intent is to be published in the  Newport Plain Talk which is a newspaper
(Namne of Newspaper
of general circulation in ~ Cocke , Tennessee, on or before  July 10 , 20 18
(County) (Month/Day) (Year)

for one day.

This is to provide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 ef seq., and the Rules of the Health Services and Development

Agency, that:

N/A

New Hope Treatment Center
(Facllity Type-Existing)

(Name of Applicant)

New Hope Treatment Centetr of
Tennessee, LI.C with an ownership type of limited liability company

owned by:

and to be managed by: itself intends to file an application for a Certificate of Need

for [PROJECT DESCRIPTION BEGINS HERE]:  The establishment of a non-residential methadone/substitution- basea
treatment center at 135 Fox and Hound Way, Newport, Cocke County, Tennessee 37821. The anticipated pro]ect

Costs ate approximately $554,000.

The anticipated date of filing the application is: Juiy 13 v 20 18
The contact person for this project is Kim Harvey Looney, Esq. Attorney
(Contact Name) (Title)
who may be reached at: Waller Lansden Dortch & Davis LLP 511 Union Street, Suite 2700
(Company Name) (Address)
Nashville 37219 . 615 / 850-8722
%) %y) {Stale) (Zip Code) (Area Code) / (Phone Number)
s W July 10, 2018 Kim.Looney@wallerlaw.com

(Signature) (Date) (Email-Address)

The Letter of Intent must be filed in triplicate and received between the first and the tenth day. of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
precedmg business day. File this form at the following address:

Health Services and Deve!opment Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person W|sh|ng to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the

application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)

4848-1874-0844.1



Supplemental #1

Woaller Lansden Dortch & Ql!ﬂszﬁ 2018
511 Union Street, Suite 2700 %15.244 6380  main
P.C. Box 198966 12:11 PoMIaa.6804  fax

Nashville, TN 37219-8966 wallerlaw.com

Kim Harvey Looney
615.850.8722 direct
kim.looney@wallerlaw.com

July 16, 2018

VIA CERTIFIED MAITL
RETURN RECEIPT REQUESTED

Representative Jeremy Faison
425 5th Avenue North

622 Cordell Hull Building
Nashville, TN 37243

2566 Sorrell Road
Cosby, TN 37722

Re: New Hope Treatment Center
Dear Representative Faison :

Pursuant to Tennessee Code Annotated §68-11-607(c)(9)(A), this letter will serve notice
that our client, New Hope Treatment Center filed a Certificate of Need with the Tennessee
Health Services and Development Agency (“HSDA”) on July 13, 2018, for the establishment of a
non-residential methadone/substitution-based treatment center at 135 Fox and Hound Way,
Newport, Cocke County, Tennessee 37821. Attached is a copy of the Letter of Intent as filed with
the HSDA.

If you have any questions, please contact me at 615-850-8722 or by email at
Kim.Looney@wallerlaw.com.

Sincerely,
%M ﬁ({' ,& WMK
Kim Harvey Looney
KHL:lag
Enclosure

4830-4105-8925.1
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F"':

State of Tennessee % ."l;lz 12?; ;018
Health Services and Development Agencyt ’ o
Andrew Jackson Building, 9" Floor =
502 Deaderick Street .
Nashville, TN 37243 =
www.tn.gov/hsda Phone: 615-741-2364 Fax: 615-741-9884
LETTER OF INTENT
The Publication of Intent is to be published in the Newport Plain Talk which is a newspaper
(Name of Newspaper
of general circulationin ~ Cocke , Tennessee, on or before  July 10 , 20 18
(County) (Month/Day) (Year)

for one day.

This is to provide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development

Agency; that:

N/A

New Hope Treatment Center
(Facility Type-Existing)

(Name of Applicant)
New Hope Treatment Centet of

owned by:  Tennessee, LLC with an ownership type of limited liability company

and to be managed by: itself intends to file an application for a Certificate of Need

for proJECT DESCRIPTION BEGINS HERE]:  The establishment of a non-residential methadone/substitution-based
treatment center at 135 Fox and Hound Way, Newpott, Cocke Coun[}r, Tennessee 37821. The anticipated pm]cct

Costs are approximately §554,000.

The anticipated date of filing the application is: July 13 , 20 18
The contact person for this project is Kim Hatvey Looney, Esq. Attorney
. (Contact Name) (Title)
who may be reached at: Waller Lansden Dottch & Davis LLP 511 Union Street, Suite 2700
{Company Name) (Address)
Nashville 37219 615 / 850-8722
%f %y) (State) (Zip Code) (Area Code) / (Phone Number)
— July 10, 2018 Kim.Looney@wallerlaw.com
(Signature) (Date_) (Email-Address)

The Letter of Intent must be filed in triplicate and received between the first and the tenth day of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
preceding business day. File this form at the following address:

Health Services and Development Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person wishing to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the

application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)

4848-1874-0844 .1



waller

VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

Representative Jeremy Faison
425 5t Avenue North

622 Cordell Hull Building
Nashville, TN 37243

2566 Sorrell Road
Cosby, TN 37722

Re: New Hope Treatment Center

Dear Representative Faison :

Supplemental #1

Waller Lansden Dortch & Dajusly 26, 2018

152446380 main

511 Union Street, Suite 2700 ﬁ-
P.O. Box 198966 12:11 Pulissos  rox
Nashville, TN 37219-8966 wallerlaw.com

Kim Harvey Looney
615.850.8722 direct
kim.looney@wallerlaw.com

July 16, 2018

Pursuant to Tennessee Code Annotated §68-11-607(c)(9)(A), this letter will serve notice
that our client, New Hope Treatment Center filed a Certificate of Need with the Tennessee
Health Services and Development Agency (“HSDA”) on July 13, 2018, for the establishment of a
non-residential methadone/substitution-based treatment center at 135 Fox and Hound Way,
Newport, Cocke County, Tennessee 37821. Attached is a copy of the Letter of Intent as filed with

the HSDA.

If you have any questions, please contact me at 615-850-8722 or by email at

Kim.Looney@wallerlaw.com.

KHL:lag
Enclosure

4830-4105-8925.1

= %.03%9%(

Kim Harvey Looney



-y Supplemental #1
7 July 26, 2018

)

12011 P.M.

State of Tennessee =
Health Services and Development Agency“
Andrew Jackson Building, 9" Floor =
502 Deaderick Street ‘”':
Nashville, TN 37243 o]
www.tn.gov/hsda Phone: 615-741-2364 Fax: 615-741-9884

LETTER OF INTENT

The Publication of Intent is to be published in the Newport Plain Talk which is a newspaper
(Name of Newspaper
of general circulation in Cocke , Tennessee, on or before  July 10 , 20 18
(County) (Month/Day) (Year)
for one day,

This is to provide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development

Agency, that:

New Hope Treatment Center N/A
(Name of Applicant) ~ (Facility Type-Existing)

New Hope Treatment Center of

owned by:  Tennessee, LLC with an ownership type of _limited liability company

intends to file an application for a Certificate of Need

and to be managed by: itself

for [PROJECT DESCRIPTION BEGINS HERE]:  The establishment of a non-residential methadone/substitution- based
treatment center at 135 Fox and Hound Way, Newport, Cocke County, Tennessee 37821. The anticipated pio]ecl:

Costs are approximately §554,000.

The anticipated date of filing the application is: July 13 . 20 18
The contact person for this project is Kim Harvey Looney, Esq. Attotrney
(Contact Name) (Title)
who may be reached at: Waller Lansden Dottch & Davis LIP 511 Union Street, Suite 2700
(Company Name) (Address)
Nashville 37219 615 / 850-8722
%/ %y) (State) (Zip Code) (Area Code) / (Phone Number)
— July 10, 2018 Kim. Looney@wallerlaw.com
(Signature) (Date) » (Email-Address)

The Letter of Intent must be filed in triplicate and received between the first and the tenth day of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
preceding business day. File this form at the following address:

Health Services and Development Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person wishing to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the

application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)

4848-1874-0844.1



Supplemental #1
July 26, 2018

y Waller Lansden Dortch & Davis, LLP
511 Union Street, Suite 27001 28140 PN 6380 main
P.O. Box 198946 615.244,6804  fax

Nashville, TN 37219-8966 wallerlaw.com

Kim Harvey Looney
615.850.8722 direct
kim.looney@wallerlaw.com

July 16, 2018

VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

Senator Steve Southerland
425 5t Avenue North

622 Cordell Hull Building
Nashville, TN 37243

4648 Harbor Drive
Morristown, TN 37814

Re: New Hope Treatment Center
Dear Senator Southerland:

Pursuant to Tennessee Code Annotated §68-11-607(c)(9)(A), this letter will serve notice
that our client, New Hope Treatment Center filed a Certificate of Need with the Tennessee
Health Services and Development Agency (“HSDA”) on July 13, 2018, for the establishment of a
non-residential methadone/substitution-based treatment center at 135 Fox and Hound Way,
Newport, Cocke County, Tennessee 37821. Attached is a copy of the Letter of Intent as filed with
the HSDA.

If you have any questions, please contact me at 615-850-8722 or by email at
Kim.Looney@wallerlaw.com.

Sincerely,

Kim Harvey Looney
KHL:lag
Enclosure

4830-4105-8925.1
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~  Supplemental #1
uﬁ

= July 26, 2018

State of Tennessee

Health Services and Development Agency‘; 12:11 P
Andrew Jackson Building, 9" Floor .

502 Deaderick Street ""‘j

Nashville, TN 37243 ,.J
www.th.gov/hsda Phone: 615-741-2364 Fax 615-741-9884

LETTER OF INTENT

The Publication of Intent is to be published in the Newport Plain Talk which is a newspaper
{(Name of Newspaper
of general circulation in ~ Cocke , Tennessee, on or before  July 10 , 20 18
(County) (Month/Day) (Year)
for one day.

This is to provide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development

Agency, that:

New Hope Treatment Center N/A
(Name of Applicant) (Facility Type-Existing)

New Hope Treatmeént Center of

owned by:  Tennessee, LLC with an ownership type of ~_limited liability company

and to be managed by: itself intends to file an application for a Certificate of Need

for (ProJECT DESCRIPTION BEGINS HERE]:  The establishment of a non-residential methadone/substitution-based
treatment center at 135 Fox and Hound Way, Newport, Cocke Count'y, Tennessee 37821. The anticipated pr0)ect

‘Costs are approximately $§554,000.

The anticipated date of filing the application is: July 13 . 20 18
The contact person for this project is Kim Harvey Looney, Esq. Attorney
. (Contact Name) (Title)
who may be reached at: Waller Lansden Dottch & Davis LLP 511 Union Street, Suite 2700
(Company Name) (Address)
Nashville R TN 37219 615 / 850-8722
%} “ qg,gy) (State) (Zip Code) (Area Code) / (Phone Number)
A July 10, 2018 Kim.Looney@wallerlaw.com .
(Signature) ﬂ (Date) (Email-Address)

The Letter of Intent must be filed in triplicate and received between the first and the tenth day. of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
preceding business day. File this form at the following address:

Health Services and DeveIOpment Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person wishing to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the

application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)

4848-1874-0844.1
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VIA CERTIFIED MAIL
RETURN RECEIPT REQUESTED

Senator Steve Southerland
425 5t Avenue North

622 Cordell Hull Building
Nashville, TN 37243

4648 Harbor Drive
Morristown, TN 37814

Re: New Hope Treatment Center

Dear Senator Southerland:

Supplemental #1

Waller Lansden Dortch & DJuly 26, 2018

511 Union Streer, Suite 2700 6152446380 main
P.0. Box 198966 12:11 BiMhioson  fox
Nashville, TN 37219-8966 wallerlaw.com

Kim Harvey Looney
615.850.8722 direct
kim.looney@wallerlaw.com

July 16, 2018

Pursuant to Tennessee Code Annotated §68-11-607(c)(9)(A), this letter will serve notice
that our client, New Hope Treatment Center filed a Certificate of Need with the Tennessee
Health Services and Development Agency (“HSDA”) on July 13, 2018, for the establishment of a
non-residential methadone/substitution-based treatment center at 135 Fox and Hound Way,
Newport, Cocke County, Tennessee 37821. Attached is a copy of the Letter of Intent as filed with

the HSDA.

If you have any questions, please contact me at 615-850-8722 or by email at

Kim.Looney@wallerlaw.com.

KHL:lag
Enclosure

4830-4105-8925.1

P~ U fomaf

Kim Harvey Looney



. Supplemental #1
= July 26, 2018

i 12:11 P.M.

State of Tennessee =
Health Services and Development Agency:
Andrew Jackson Building, 9" Floor o=
502 Deaderick Street “""*l
Nashville, TN 37243 o
www.tn.qov/hsda Phone: 615-741-2364 Fax: 615-741-9884

LETTER OF INTENT

The Publication of Intent is to be published in the _Newport Plain Talk which is a newspaper
(Name of Newspaper
of general circulation in ~ Cocke , Tennessee, on or before  July 10 , 20 18
(County) (Month/Day) (Year)
for one day.

This is to provide official notice to the Health Services and Development Agency and all interested parties,
in accordance with T.C.A. § 68-11-1601 et seq., and the Rules of the Health Services and Development

Agency, that:

N/A

New Hope Treatment Center
(Facllity Type-Existing)

(Name of Applicant)

New Hope Treatment Center of
owned by: Tennessee, LLC with an ownership type of ~ _limited liability company

intends to file an application for a Certificate of Need

and to be managed by: itself

for [ProJECT DESCRIPTION BEGINS HERE].  The establishment of a non-residential methadone/substitution-based
treatment center at 135 Fox and Hound Way, Newport, Cocke County, Tennessee 37821. The anticipated pro]ect

Costs ate approximately §554,000.

The anticipated date of filing the application is: July 13 , 20 18
The contact person for this project is Kim Harvey Looney, Esq. Attotney
(Contact Name) (Title)
who may be reached at: Waller Lansden Dottch & Davis LLP 511 Union Street, Suite 2700
(Company Name) (Address)

Nashville 37219 615 / 850-8722
% %y) (State) (Zip Code) (Area Code) / (Phone Number)
A July 10, 2018 Kim.Looney@xwalletlaw.com

(Signature) (Date) (Email-Address)

The Letter of Intent must be filed in triplicate and received between the first and the tenth day of the
month. If the last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the
preceding business day. File this form at the following address:

Health Services and Development Agency
Andrew Jackson Building, 9" Floor
502 Deaderick Street
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduled; and (B) Any other person wishing to oppose the application
must file written objection with the Health Services and Development Agency at or prior to the consideration of the

application by the Agency.

HF51 (revised 01/09/2013 — all forms prior to this date are obsolete.)

4848-1874-0844.1



Supplemental #1
July 26, 2018
12:11 P.M.

5
L}

i

. m Complete items 1, 2, and 3. A. Signature _
B Print your name and address on the reverse X O Agent ‘ I
so that we can return the card to you. [J Addressee !

B. Received by (Printed Name) C. Date of Delivery !

®m Attach this card to the back of the mailpiece,
or on the front if space permits.
1. Article Addressed to:

Connie Ball, Mayor
City of Newport

300 East Main Street
Newport, TN 37821

|

|

D. Is delivery address different from item 1?2 [J Yes |
If YES, enter delivery address below: O No |

|

I

|

I

3. Service Type I Priority Mail Express® !
T ===
| [ Adult Signature Restricted Defivery [ Regilstered Mall Restricted |
ed Mail® ivery
| 9590 9402 3569 7305 7333 26 e M esrictod Delivary G Recolt for
I 0 Collect on Delivery - g‘lmtlai'dmc e
I ¢ " 0 Collect on Delivery Restricted Dellvel gnature Confirmation
2__Article Number (Transfer from service label) e "' G Signature Confirmation

Restricted Delivery

7005 11k0D 0004 732k BE8c Jggjgpgs%?uﬂesmctedoe"vew
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|
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|
]
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B
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Supplemental #1
July 26, 2018
12:11 P.M.

SENDER: COMPLETE THIS SECTION

| m Complete items 1, 2, and 3,
; M Print your name and address on the reverse

H
COMPLETE THIS SECTION.ON DELIVERY
A. Signature

X 3 Agent :
so that we can return the card to you. — : [ Addressee |
. M Attach this card to the back of the mailpiece, B. Received by (Printed Name)
or on the front if space permits.

C. Date of Delivery |

1. Article Addressed to: D. Is delivery address different from item 1?2 [ Yes |!
b If YES, enter delivery address below: ] No [
Crystal Ottinger

Cocke County Mayor
360 East Main Street
Newport, TN 37821

;'mmm W, G sm——

I
|
| \
|
|
|

I
|
|

&ﬁn S:‘gna‘tura Restricted Delivery [m} Istered Mail Hesh}oled]l
0 9402 3569 7305 7333 19 O Corled Mall Restictod Devary e Fecuptlor |
O Collect on Dellvery Merchandise

|
2._Article Number (Transfer from service label) 0 Collect on Dellvery Restricted Delivery O Signature Confirmation™

7003 0500 0000 1363 3385 feciioinescsosmey  _Resios suney

Restricted Delivery

I PS Form 3811, July 2015 PSN 7530-02-000-9053 Domestic Return Receipt |
1
it e —— e —— - -

511 Union Street, Suite 2700
P.O. Box 198966
Nashville, TN 37219-8966
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m Complete items 1, 2, and 3.

m Print your name and address on the reverse
so that we can return the card to you.

B Attach this card to the back of the mailpiece,
or on the front if space permits.

Supplemental #1
July 26, 2018
12:14 P.M.

A. Signature |
X 3 Agent I

[ Addressee |
B. Received by (Printed Name) C. Date of Delivery |

1. Article Addressed to:

i Representative Jeremy Faison
425 5% Avenue North
Suite 622 Cordell Hull Bldg.
Nashville, TN 37242

T

9590 9402 4050 8079 7522 03

D. Is delivery address different from item 12 [ Yes
If YES, enter delivery address below: [ No

| 2. Article Number (Transfer from service label)
| 7003 0500 0000 13L3 3418

3. Service Type 0 Priority Mail Express®
8 Aduilt Signature O Registered Mail™
[ Adult Signature Restricted Delivery W Mail Restrict

Certified Mall®
[ Certlfied Mail Restricted Dellvery m Recelpt for

O Collect on Dellvery

. N | N T

Merchandise

': PS Form 3811, July 2015 PSN 7530-02-000-9053
g ) _

511 Union Street, Suite 2700

P.O. Box 198966

Nashville, TN 37219-8946

" CERTIFIED MAIL,

|
|
O Collect on Dellvery Restricted Delivery L} Signature Confirmation™!
11 insured Mall [ signature Confirmation
1 Insured Mall Restricted Delivery Restricted Delivery |
_fover $500) |
L
[]

Domestic Return Receipt i
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m Attach this card to the back of the mailpiece,
or on the front if space permits.

B Complete items 1, 2, and 3.

H Print your name and address on the reverse
so that we can return the card to you.

Supplemental #1

July 26, 2018

12:11 P.M.

A. Signature |

[ Agent |
X [ Addressee |
B. Received by (Printed Name) C. Date of Delivery :

1

Adbinla AdAdvaccad tn-

Representative Jeremy Faison
2566 Sorrell Road
Cosby, TN 37722

D. Is delivery address different from item 1? O Yes
If YES, enter delivery address below: [ No

9590 9402 4050 8079 7522 10

A Adinla Numher (Tfarisfer from service label)

2003 0500 0000 1363 3yyg

3. Setvice Type

|
|
|
|
!
|
|
|
.
[ Priority Mail Express® {

O Aduit Signature O Registered Mail™
Efdult Signature Restricted Delivery [1 Reglstered Mall Reslricted
Certified Mall® vary
O Certified Mail Restricted Delivery [Return Receipt for
Mearchandise

O Collect on Delivery

DO Collect on Defivery Restricted Defivery O Signature Confirmation™

O Insured Maif [ Signature Confirmation |
Insured Mail Restricted Delivery Restricted Delivery I
(over $500)

|
T

PS Form 3811, July 2015 PSN 7530-02-000-9053

511 Union Street, Suite 2700
P.O. Box 198966
Nashville, TN 37219-8946
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| SENDER: COMPLETE THIS SECTION

B Complete items 1, 2, and 3.
| Print your name and address on the reverse
so that we can return the card to you. *

W Attach this card to the back of the mailpiece,
or on the front if space permits.

Supplemental #1
July 26, 2018
12:11 P.M.

§

COMPLETE THIS SECTION ON DELII_/ERY
A. Signature i

O Agent |
X

[T Addressee |
B. Received by (Printed Name) C. Date of Delivery |

1. Article Addressed to:

|
|

i

|

|

|

i

]' Senator Steve Southerland
[ 425 5t Avenue North

: Suite 622 Cordell Hull Bldg.
| Nashville, TN 37242

I

|

|

|

AT e

9590 9402 4050 8079 7521 97

D. Is delivery address different from item 1? [ Yes
If YES, enter delivery address below: [ No

3. Service Type LI Priority Mail Express®
O Adult Signature [0 Registered Mall™
E}\ﬂult Signature Restricted Delivery C1 Reglstered Mall Restr]
Certified Mail® ﬁm
O Certified Mall Restricted Delivery Return Recelpt for
Merchandise

I
[ Collect on Delivery |
O Collect on Delivery Restricted Dellvery LI Signature Confirmation™ |

| ;

i 9.? BAEJ;Numhar.ﬂ"mnsrarfromwsezﬂ;ﬁ I:;"“ JucL O Insured Mall = s&mnma%mnmﬂon |
[ Insured Mail Restricted Delivel very

| 0500 DoOO O s y :

, Domestic Return Receipt E

i

PS Form 3811, July 2015 PSN 7530-02-000-9053
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|

SENDER: COMPLETE THIS SECTION

W Complete items 1, 2, and 3.
® Print your name and address on the reverse
| so that we can return the card to you.
| B Attach this card to the back of the mailpiece,
or on the front if space permits.

Supplemental #1
12:11 P.M.

COMPLETE THIS SECTION.ON DELIVERY |

A. Signature
[ Agent
X

B. Received by (Printed Name) C. Date of Delivery

I 1. Article Addressed to:
|

Senator Steve Southerland

4648 Harbor Drive
Morristown, TN 37814

RN

9590 9402 4050 8079 7522 27

D. Is delivery address different from item 12 [ Yes
If YES, enter delivery address below: [ No

2. Article Number (Transfer from service label)

7003 0500 0000 13k3 3432

3. Service Type

1 Aduit Signature

'!ﬁdult Signaturs Restrlcted'Dehvery
Certified Mall®

O Certified Mall Restricted Delivery
O Collect on Delivery

O Priority Mall Express®

[ Registered Mail™

u] Raﬂistmd Mail Restricted
ery

turn Receipt for I
Merthandia’ I

|
|
|
|
|
l
[
|
|
|
I
|
|
)
|
|

[ Collect on Delivery Restricted Delivery L1 Signature Confirmation™® |
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“ Supplemental #1

July 26, 2018
o 12:11 P.M.
& AEFIDAVIT

STATE OF TENNESSEE

COUNTY OF DAVIDSON

NAME OF FACILITY: NEW HOPE TREATMENT CENTER

I, KIM H. LOONEY, after first being duly sworn, state under oath that | am the applicant
named in this Certificate of Need application or the lawful agent thereof, that | have

reviewed all of the supplemental information submitted herewith, and that it is true,

P W fomn

Attorney

accurate, and complete.

Sworn to and subscribed before me, a Notary Public, this the 26th day of July, 2018, witness my
hand at office in the County of Davidson, State of Tennessee.
NOTARY RUBLIC /' —

Wity
\\\\“ Iy,
Ya\E A. G/

My commission expires January 8, 2019 J‘ﬂ‘ ....... G ‘4.?{;”4,,
SIATE ™, 2
oF %%

HF-0043 Bl

Revised 7/02

16
X/
Z ",
o
fff!

COMMISSION EXPIRES:
= JANUARY 8, 2019

4852-0458-2510.1
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Supplemental #2

Waller Lansden Dortch & Davis, LLP
511 Union Street, Suite 2700 Ju!!zﬁ!!sgom"a?
P.O. Box 198966 6153457 PLM.

Nashville, TN 37219-8966 wallerlaw.com
Kim Harvey Looney

615.850.8722 direct
kim.looney@wallerlaw.com

July 30, 2018

VIA HAND DELIVERY

Phillip M. Earhart

Health Services Development Examiner
Health Services and Development Agency
Andrew Jackson Building

502 Deaderick Street

oth Floor

Nashville, TN 37243

RE:  Certificate of Need Application CN1807-034
New Hope Treatment Center
Second Supplemental Responses

Dear Phillip:

This letter is submitted as the second supplemental response to your letter dated July 27,

2019, wherein additional information or clarification was requested regarding the above-
referenced CON application.

1.

Section A, Applicant Profile, Item 6.B.1, Plot Plan, 6B.2 Floor Plan, and 6B.3
Public Transportation, Page 11

It is noted by the applicant that the proposed project is in compliance with local zoning
ordinances and that the building will meet all applicable local, state, and federal
requirements for the proposed location’s use as a nonresidential substitution-based
treatment center for opiate addiction. However, Attachment Section A, Applicant
Profile, 6.B.1 (Letter from Architect) could not be located. Please confirm if the applicant
is referring to the Architect’s Letter located in the original application in Attachment B,
Economic Feasibility-A-5.

Response: The letter referenced in the previous supplemental responses
was the same one included with the application, so we should not have
included an additional reference.

. Section B. Need, Item F, Page 30

The table of drug related arrests (2015-2016) and Hospital Discharge Data for Drug-
Related Poisoning (2012-2014) in noted. If available, please add a row for the overall

4813-7925-2590.2



Supplemental #2
July 27, 2018

waller 3:57 P.M.

Phillip Earhart
Health Services and Development Agency Examiner
July 30, 2018

Page 2

Tennessee average for each table so that a baseline may be established for comparison
purposes.

Response: The data is included on a county map for the state and just shows
the range for each of the counties. The raw data is not available for the state
overall, or to enable us to calculate a number for the state overall. It might
be helpful to know that for the opioid related arrests table, the key for the
table is based on the following per 10K population: less than 5 people, 0.1-
7.5, 7.6-15, 15.1-25, and 25.1 to 75. The key for hospital discharges for drug
poisonings for heroin is 0, 0.00-0.35, 0.36-0.55, 0.56-0.75, and 0.76-1.35;
for opioids it is 4.7-7.4, 7.5-9.6, 9.7-12.3, 12.4-15.4 and 15.5-20.5. Please see a
copy of the color maps included as Attachment Section B. Need, Item F,
which give you an idea as to how the service area counties compare to the
rest of the state.

. Section B, Economic Feasibility, Item B (Project Costs Chart), Page 32

It is noted Dr. Loyd is unavailable to provide a funding commitment letter. However,
please provide a letter from the LLC’s designated representative documenting Dr. Loyd’s
funding commitment.

Response: Please see letter from Dr. Sherman attached as Attachment
Section B, Economic Feasibility, Item B (Project Costs Chart) verifying Dr.
Loyd’s funding commitment.

. Section B, Economic Feasibility, Item E, Page 39

Please verify the project’s average gross charge, average deduction from operating
revenue, and average net charge per patient using information from the projected data
chart for Year One and Year Two in the table below.

Year Year % Change
One Two (Current Year
to Year 2)
Gross Charge (Gross Operating | 2,521 4,188 +66%
Revenue/Utilization Data)
Deduction from Revenue (Total| 76.12 126.47 +66%
Deductions/Utilization Data)
Average Net Charge (Net | 2444 4,061 +66%
Operating Revenue/Utilization Data)

It is noted the gross charge, deduction from revenue, and average net charge per patient
increases 66% from Year One to Year Two. Please indicate the reason(s) for the
percentage increase.

4813-7925-2590.2
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Phillip Earhart
Health Services and Development Agency Examiner
July 30, 2018

Page 3

Response: The applicant did not include deductions for charity care and
bad debt in the deduction from revenue, as it should have, as it was only
thinking about contractual adjustments, of which there are none. However,
the charge used by the applicant is the same for year one and year two, at
$95 per week. Because the number of patients on the projected data chart is
based on a ramp up of patients, i.e. in year one, from 5 patients the first day
of operation to 235 on the last day of the twelve month period; and for year
two of 245 the first day to 349 the last day of the twelve month period, there
is a significant different in the total gross charges. It is not accurate to take
the charges and divide by the number of patients and compare the two years
for the reason listed above. Charges do not increase from year one to year
two.

It is noted $48,000 is assigned in Year Two of the Projected Data Chart for Physician’s
Salaries and Wages. However, at $90.00 per hour and being a 0.5 FTE is $48,000
underestimated?

Response: It is difficult to tell exactly how much of an FTE will be needed
for the Physician. The facility is required to have a physician 1 hour per
week for every 35 patients, plus the physician does the initial intake on the
patient and is on call for the facility. Because there is a ramp up in the
number of patients, it is also expected that there will be some ramp up in the
physician time needed. The applicant feels that the amount of time a
physician is needed the first year is closer to .25-.3 FTEs. A revised staffing
chart is included as Attachment Section B, Economic Feasibility, Item E.

Please contact me at 615-850-8722 or by email at Kim.Looney@wallerlaw.com if you

have any questions.

Sincerely,
“pfa
Kim Harvey Looney
KHL:lag
Enclosures

4813-7925-2590.2
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Attachment Section B, Economic Feasibility, Item B

Dr. Loyd Funding Commitment Letter

4835-6978-5198.1
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July 27,2018

Melanie Hill

Executive Director _ _
Tennessee Health Services arid DevelopmentAgency
Andrew Jackson, 9th Floor

502 Deaderick Street

Nashville, TN 37243

Re: New Hope Treatment Center Certificate of Need Application  {(CN1807 034)

Dear Ms. Hilk:
I, Richard Sherman, can confirm that Dr. Stephen Loyd has committed to funding

his share of this project.

Sincerely,

/% M %m&(_, ‘D.0.

Richard Sherman, D.O.
Member

New Hope Treatment Center of Tennessee, LLC
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Attachment Section B, Need, Item F

Drug Related Arrests and Hospital
Discharge Data For Drug Related Poisoning Maps

4835-6978-5198.1
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Attachment Section B, Orderly Development, Item H

Replacement Page 42

4835-6978-5198.1



y | Existing FTEs | Frojected | Average Wiigdlemeniajedt2
Position Classification (enter year) YF;IES:I (Co;t;taec)tual megﬂ%qu:
Direct Patient Care = b T
Positions
Director N/A 1.0 $60,000/Yr N/A
Director of Nursing (RN) N/A 1.0 $55,0000/Yr $50,000/Yr
Registered Nurse N/A 0.5 $24/Hr $25.28/Hr
Licensed Practical Nurse N/A 0.75 $18/Hr $19.56/Hr
Group Counselor N/A 0.2 $16/Hr $17.17/Hr
Clinical Supervisor N/A 1.0 $45,700/Yr $36,000/Yr
Counselor N/A 1.25 $16/Hr $17.17/Hr
Total Direct Patient
Care Positions N/A 570 N/A N/A
Non-Patient Care
Positions
Administrator N/A 1.50 $11/Hr $14.79/Hr
Total Non-Patient Care
Positions 1.50
Total Employees
(A+B) 7.20
Contractual Staff
Medical Director N/A 03 $90/Hr N/A
Total Staff
(A+B+C) 7.5 N/A N/A

Describe all alternatives to this project which were considered and discuss the advantages
and disadvantages of each alternative including but not limited to:

1)

Discuss the availability of less costly, more effective and/or more efficient alternative
methods of providing the benefits intended by the proposal. If development of such
alternatives is not practicable, justify why not, including reasons as to why they were
rejected.

Response: There are no viable choices for the Applicant other than to proceed with
trying to implement this project. There are buprenorphine providers in the service
area so this treatment alternative is available. As previously cited, the FDA has
approved three drugs for the treatment of opioid dependence: methadone,
buprenorphine, and naltrexone. All three of these treatments have been
demonstrated to be safe and effective in combination with counseling and
psychosocial support. Everyone who seeks treatment for an OUD should be offered
access to all three options as this allows providers to work with patients to select the
treatment best suited for an individual’s needs.?* With no available MAT providers in
the service area, and portions of the service area identified as underserved for this
service, the Applicant felt it had no choice but to step in to help fill the void in
available service options.

There are no MAT providers in the service area. Portions of the service area have
been identified as underserved.

Page 42-R

N https://www.fda.qov/Drugs/DrugSafety/InformationbyDrugClass/ucm600092 . htm

4839-7910-9742.2
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) AFFIDAVIT

------

STATE OF TENNESSEE

COUNTY OF DAVIDSON

NAME OF FACILITY: NEW HOPE TREATMENT CENTER

|, KIM H. LOONEY, after first being duly sworn, state under oath that | am the applicant
named in this Certificate of Need application or the lawful agent thereof, that | have

reviewed all of the supplemental information submitted herewith, and that it is true,

accurate, and complete.

Attorney

Sworn to and subscribed before me, a Notary Public, this the 27th day of July, 2018, withess my

hand at office in the County of Davidson, State of Tennessee.

ud y—

NOTARY PUBLIC 7

iy,
\\\\\““ ff; i,
SR,

" STATE ™

OF
*§ TENNESSEE ;#

My commission expires January 8, 2019

S
o
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L
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-

HF-0043

NOTARY /o
Revised 7/02 -~
o':llno'dl"“"“b
My ISSION EXPIRES:
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